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A CLINICAL LECTURE 

on 

A CASE OF POST-DIPHTHERIAL 
PARALYSIS. 

Delivered at St. Bartholomew’s Hospital. 

By H. H. TOOTH, C.M.G., M.D., F.R.C.P., 

Physician to the Hospital. 


Gentlemen, —The patient I wish to speak to you 
about to-day is one who came down to consulta¬ 
tions some little time ago, and who we all agree is 
a case of post-diphtherial paralysis. And I thought 
his case would give me a good opportunity of 
saying something about the condition clinically. 

I will first give you an outline of his story and 
how he came to be in this condition. He is a 
patient of one of out- former students, Dr. Cook, of 
Wantage, who sent the man up on August 12th. 
Eight weeks before admission he had a bad sore 
throat, which was obviously diphtheritic, and Dr. 
Cook at once gave him 2000 units of antitoxin. A 
month later he began to show some signs of 
paralysis. It began in the usual way with a defect 
in speech, a nasal quality of voice, showing that the 
pharyngeal muscles were early affected, and to a 
slight degree the mouth muscles also as shown by 
a difficulty in pronouncing labials. He also had 
some trouble in swallowing fluids, but little or 
none as regards solids. This of course indicates a 
lagging in the closure of the epiglottis, not enough 
to cause trouble in the passage over it of a bolus 
of food, but enough to allow some liquid to escape 
into the larynx and trachea, producing a reflex 
cough and other and more serious dangers to be 
mentioned later. At the same time he began to 
have weakness of his legs, and I)r. Cook found his 
knee-jerks diminished, but not absent. Reading 
became difficult to him owing to a difficulty in 
focussing the eyes for near objects, due to a paresis 
of the ciliary muscles, so that he has to hold the 
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book a long way from him. There is some numb¬ 
ness of the palms of the hands and fingers, and 
numbness also in the soles of the feet. Fourteen 
days before admission, August 12th, his gait 
became very feeble and unsteady. On admission 
he was evidently in a nervous condition about him¬ 
self, very excitable, and anxious to exhibit all his 
disabilities to us, and the nervousness from which 
he suffered was all the more distressing because of 
the great difficulty in articulation, so that we could 
hardly understand him. Otherwise he lay com¬ 
fortably in bed, breathing easily and naturally, but 
I thought his face was at this date rather expression¬ 
less. The left orbicularis palpebrarum was de¬ 
finitely weaker than the right, that is to say, when 
he closed his eyes tightly I had no difficulty in 
lifting the left lid, whereas he could resist me well 
with the right. In blinking movements the left eye 
only closed partially; it lagged behind the other 
eyelid, though the eyes could both be closed at 
will. The pupils were equal and acted to light but 
not to accommodation—accommodative iridoplegia. 
Lack of voluntary power of focussing is very 
common in post-diphtherial cases apart from all 
other signs of paralysis, owing to paralysis of the 
ciliary muscle. Associated with this there may be 
an absence of the usual synchronous action of the 
pupil as in this case. It is the opposite to what 
occurs in tabes, where accommodation and move¬ 
ments of the ciliary muscle are preserved and the 
light reflex is gone. The light reflex here was 
perfect. The orbicularis oris was rather weak, so 
that he could not whistle, and when one asked him 
to blow out his cheeks, half the air came out through 
the nose and some through the lips. He could 
barely speak above a whisper owing to laryngeal 
paralysis. The thoracic and abdominal muscles 
were unaffected, which is always a good point in 
such a case. Affection of these muscles introduces 
an element of danger because of interference with 
respiration favouring production of inflammatory 
lesions of the lungs. The arms were affected to 
some extent, the grasps were feeble, and they are 
feeble now and his hands are tremulous. There 
was also a tremor when he was asked to touch 
one’s finger. But this form of tremor has almost 
disappeared now. His sense of position was rather 
defective, so that when his eyes were closed he 
could not tell in what position one put his fingers. 
There was some loss of sensation over the palms 


of his hands. The gait was very feeble, and 
“ toddling ”; he took short steps and was very 
unsteady, and if he were asked to stand with his 
eyes shut he would certainly fall. The knee-jerks 
were absent, plantars gave no response. Mr. 
Harmer saw him the day after admission and 
examined the larynx, and said abduction was very 
imperfect on both sides and adduction was also 
imperfect, but not so much so as abduction. Next 
day the paralysis was much more distinct ; the 
right vocal cord was in the cadaveric position; it 
did not move at all. Six days afterwards the right 
vocal cord was natural, but the left cord had 
abductor paralysis. The sensation of the larynx 
was impaired but not very much ; on the right 
side slightly, on the left a little more. On the 
31st the left vocal cord abducted, but less fully 
than the right, and now I think we may say that 
the larynx is practically natural, and he has pos¬ 
session of his natural voice, though even now I 
think I notice some difficulty in his speech. One 
of the dangers in these cases is the inspiration of 
food. The patient in drinking chokes easily, and 
some of the liquid goes down into the lungs. 
That does not matter if it happens once or twice, 
but if it occurs often there is liable to be set up 
bronchitis and even broncho pneumonia, which, if 
combined with the feeble powers of coughing due 
to a paretic condition of the thoracic muscles, adds 
a serious danger to the patient. Therefore in such 
cases it is of very great importance to feed the patient 
with the nasal or the laryngeal tube. Even though it 
does not appear to be necessary it is a very admirable 
precaution. We used it for about a week in his 
case, and finally the difficulty in deglutition dis¬ 
appeared and the necessity for nasal feeding ceased. 

Now as to the condition at the present time. I 
have little to say about the appearance of the face, 
but even now it seems the orbicularis palpebrarum 
on the left side does not resist so well as that on 
the right side. There is nothing to notice in the 
condition of the pupils now. He cannot read 
print too close, but he is getting on in life now 
and possibly he may be presbyopic. I do not 
know what his normal speech is like; he does not 
admit now that he has any difficulty in speaking, 
but it is obvious that his voice has a slightly nasal 
twang, and also that in speaking he exhibits a 
slight over-action of the facial muscles. Direct ex¬ 
amination of the palate reveals nothing abnormal. 
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These two symptoms, nasal voice and facial over- | definite local neuritis of the nerves supplying those 
action, are delicate tests of slight paretic affections parts in the same way as is supposed to occur in 
of the larynx and palate which cannot be directly tetanus, in which the muscles first paralysed are 
demonstrated, they may be compared with the | often those in the vicinity of the wound. At any 
diplopia which annoys the patient long before a rate the fact remains that the muscles earliest 
definite squint can be observed. He is a shepherd i affected always, I believe, in post-diphtherial 
and has led a robust open-air life, but at the paralysis, are muscles of the palate, larynx, and 
present he can hardly raise himself in bed. Yet those connected with deglutition. One of the 
his abdominal muscles seem to act well. All along earliest symptoms is of course the nasal voice, 

he has had difficulty in coughing, indicating a $ Almost invariably there is difficulty in walking, 

weakening of the expiratory and laryngeal muscles. Loss of knee-jerk very often occurs after diphtheria 
The knee-jerk is still absent on either side. The without any further evidence of paralysis at all. It 
plantar response is absent, but that may be due to is a sort of danger signal that the poison has acted 
slight loss of sensation in the soles of his feet. I on the centres, but it has not gone far enough to 
must mention one important negative point—that cause paralysis, and as such is comparable to the 
he has never had any trouble with his bladder, j loss of knee-jerks in diabetes, alcoholism, and in 
His difficulty now is largely one of weakness and arsenical poisoning. An almost invariable sym- 
general feebleness of all the muscles of his legs. I j ptom, according to Gowers, is the cycloplegia, 
could not point to any particular group except f mentioned above. All or any of the laryngeal 
perhaps the anterior tibial; he is, as it were, glued muscles may be affected, but if only one group it 

to the ground. His muscular weakness is so great is likely to be the abductors. The lips also are 

that ataxy cannot now be demonstrated. But commonly affected. In this case the lips were 

when he came in his muscular disability was not so affected so that he could not whistle, 
great ; and it was obvious that he was very ataxic I now come to a very important group of muscles 

indeed ; he could not stand with his eyes shut. which fortunately are not often seriously affected, 

These symptoms, ataxy and loss of sense of position, especially in adults, namely the respiratory muscles, 
are not common in my experience in post-diph- The thoracic and diaphragmatic muscles may be 
therial paralysis. An electrical examination of his I affected so that the patient has difficulty in raising 

muscles has been made by Dr. Lewis Jones, with j his shoulders and coughing. They are more 

the result that the reactions are normal. Thetem- | commonly affected in children. A child may 
perature chart shows that all through he has had I appear to be breathing naturally, but if you raise 
no rise of temperature worth mentioning. the bed-clothes you may find that he is not using 

Paralysis after diphtheria is rather a common his diaphragm or his thoracic muscles properly—a 
occurrence. Gowers gives the percentage as any- disability which adds greatly to the gravity of the 
thing from 8 to 16 per cent., and even as case by causing collapse of lung and so predisposing 

high as 25 per cent, of the cases. It probably to broncho-pneumonia. Happily all the paralyses 
varies with different epidemics, and is a more which I am describing are temporary, and if you 
prominent feature in some than in others, can keep the patient going through the danger 

The time of onset also is very indefinite. In this period of thoracic paralysis it is only a question of 

case it came on a month afterwards; perhaps days, as a rule, for recovery to occur. The heart 

between fourteen and twenty-one days is about the is another muscle which is liable to be involved, but 

average time for the symptoms to show themselves, not so commonly as in alcoholic neuritis; its affection 

It is open to question whether the antitoxin‘treat- constitutes a grave element in the case. A feeble 

ment of diphtheria which has so completely revolu- and particularly an irregular pulse must cause con- 
tionised the conditions in diphtheria has affected siderable apprehension, because it means that at 

the liability to diphtherial paralysis very much, any time the patient may have a fatal attack of 

Sometimes the paralysis begins very early; actually syncope. That, in my experience, is a rare event, 

during the acute stage of the disease the patient Owing to the temporary affection of the muscles 

begins to have difficulty in swallowing and the there are no electrical changes at all. 
nasal voice. Of course this may be due to a j Now with regard to the sensory symptoms. In 
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post-diphtherial paralysis these are very subsidiary 
indeed; it would appear that the poison tends to 
confine its effects to the motor rather than to the 
sensory fibres. Our case, however, showed not 
only fairly definite anaesthesia of the palms of the 
hands and soles of the feet, but very marked ataxia, 
which is in itself an evidence that the sensory 
neurons were involved to a certain extent. This 
has been described by Gowers and other writers. 
Sensory symptoms are predominant in some forms 
of neuritis, notably in alcoholic and streptococcic; 
in arsenical neuritis on the other hand sensory 
changes are conspicuously wanting, and in this 
respect arsenical and post-diphtherial are much 
alike. In neuritis due to streptococcus infections 
the sensory symptoms are prominent, and, in fact, 
such cases resemble at first locomotor ataxy, and in 
my experience have actually been mistaken for it. 
The tetanus toxin again is strangely selective in its 
action, picking out motor and sparing sensory 
neurons. So in post-diphtherial paralysis the 
sensory symptoms are as a rule very much in the 
background, though I may mention that the larynx 
and pharynx are frequently considered to be 
impaired as regards sensation. But in making an 
examination to this end we must not forget that the 
reflexes are abolished, so that stimulation of the 
fauces does not produce the usual reflex cough and 
local contraction of the pharyngeal muscles, but we 
must not assume therefore that sensation is neces¬ 
sarily abolished. Yesterday this patient tolerated 
stimulation with a spatula without any reflex spasm, 
but he localised accurately light touches with the 
probe. I think it is quite possible to confuse 
absence of reflex with loss of sensation. 

Muscular pain is absent, and in that respect this 
form differs markedly from alcoholic neuritis. 

Now a word about the pathology. The symptoms 
indicate some lesion of the motor neurons, there is 
no evidence that the brain or special senses are 
affected in this disease. The apparatus affected 
consists of a cell in the anterior horn of the cord, a 
long fibre coming from it and going out through 
the anterior root to supply the muscle-fibre, and 
the muscle itself. The word “ neuritis ” suggests, 
and originally meant, an inflammation of the 
peripheral nerves, but the more we study the 
great group of which I have just mentioned some 
instances, the more we are driven to the conclusion 
that the changes in the nerve-fibres are of a 


secondary nature rather than due to the local 
action on them of the poison—that the toxin exerts 
( its selective action on the central cells initially. If 
| we accept this view it is more easy to understand 
| the large number of cases in which no peripheral 
changes are found, and also the fact that, with 
improvement in methods, more changes are found 
I in the cells of the cord than is compatible with the 
conception of true peripheral neuritis. 

Now a word or t\yo about the treatment. In 
the first place diphtheria antitoxin is of no use in 
these cases; the time for its use has passed, for 
the antitoxin acts on the bacilli, and the paralysis 
is probably an effect of the poison produced by the 
! bacilli. 

Though in some cases 'the paralytic symptoms 
appear almost before the pharyngeal inflammation 
i has subsided, there is usually an interval of 
I apparent recovery varying from a few days to three 
| weeks. Paralysis may be suspected when the knee- 
jerk is found wanting, and treatment should be 
begun then. One of the most useful drugs is 
strychnine, either by the mouth or hypodermically. 

| With children it is best to begin with two or three 
minims of the liquor strychninae three times a day, 
or one hypodermic of three to five minims a day, 
the dose to be gradually increased in either case. 
It is difficult to suggest a maximum dose owing to 
the varying individual susceptibility to the drug. If 
the drug is used carefully and tentatively little or 
no harm is done if it is pushed to the appearance of 
| symptoms, i. e . rigidity of the face muscles, twitching 
; of limbs, etc., but of course a temporary cessation 
or reduction of the dose is then necessary. 

As stated above one of the chief dangers to life 
is respiratory paralysis. It is a wise precaution at 
the earliest sign of this to follow the suggestion of Dr. 
William Pasteur, and to prescribe artificial respira¬ 
tion as an exercise two or three times a day for ten 
minutes at a time. By so doing the tendency 
| to partial collapse of the lungs may be diminished* 

I and a dangerous broncho-pneumonia perhaps 
prevented. 

Irregularity of the heart’s action should be 
! watched for and treated by digitalis and strychnine. 

A very important point in the treatment is 
occasioned by the pharyngeal and laryngeal 
paralysis, which are so constant and early symptoms. 
It is difficult to appreciate how real and ever 
present a danger to life this disability presents, 
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especially if accompanied by a weakened power of • 
expiratory coughing, until one has seen the con- | 
ditions of the lungs post mortem in such a case, i 
I have seen whole lobes of the lung practically ! 
solid, the alveoli stuffed full with inspired milk; 
even if the patient survives such a condition 
pneumonia is more than likely to follow. I 
cannot lay too much emphasis on the paramount 
importance of feeding by the nasal or oesophageal 
lube in all cases where there is any tendency to 
choke or inspire food or liquids, and this must be 
looked for in every case of post-diphtherial paralysis. 

It should be a canon of medical treatment. 

Lastly, if the laryngeal symptoms are at all 
prominent—stridor, paroxyms of spasm, and 
dyspnoea—the tracheotomy instruments should be 
near at hand, as the operation may be necessary at 
any moment, and after the operation it is most 
advisable in all cases to feed by the nasal tube until 
the tracheotomy tube has been removed. By this 
means pulmonary complications, the bugbear of 
this operation, may be avoided. 

October nth, 1909. 

Pruritus Ani. —W. M. Beach considers this 
condition, and reaches the following conclusions : 
(1) Pruritus ani occurs in mild and severe forms, 
mostly in middle life, the mild type with simple 
pruritus, the severe type with marked eczema and 
skin changes. (2) Certain aberrations in general 
metabolism, or in adjacent structures are simply 
incidental, and should be considered as complica-' 
tions. (3) Intra-rectal growths and the presence 
of parasites are contributory. (4) The distinct 
pathogenesis of pruritus ani consists of single or 
multiple burrowings from the anal pockets, emitting 
a serous or sero-purulent substance, which sinus 
may be complete or blind, and is always accom¬ 
panied by proctitis, and frequently by cryptitis and 
small ulcers at the anorectal line. (5) These 
sinuses, when complete, are sequelae to an abscess 
history, but the origin of the blind recesses is in 
doubt, and yet it is not unlikely due to an infection 
by the colon bacillus. (6) The treatment is surgical 
for the purpose of obliterating the sinuses, correct¬ 
ing a rigid sphincter when necessary, and curing 
the proctitis and ulceration. (7) Gastro-intestinal 
and general metabolic disturbances must be met 
by rational measures.— Med. Rec ., vol. lxxvi, No. 13. 


ON FUNCTIONAL DISORDERS OF THE 
STOMACH AND INTESTINES; 

THEIR DIAGNOSIS FROM ORGANIC 
DISEASE, AND TREATMENT.* 

By SIDNEY MARTIN, M.D., F.R.S. 

Before discussing the diagnosis and treatment of 
diseased conditions of the stomach it is necessary 
to consider how the functions of the organ are 
altered in disease, how any such alteration is asso¬ 
ciated with the functional disorder of other organs 
of digestion, and what symptoms are to be ascribed 
| to alterations produced either by functional disorder 
i or by organic disease. 

I There can be no question that the more we 
know of the intimate changes which occur in a 
diseased organ the more likely are we to improve 
our methods of diagnosis and of treatment, and 
this is particularly so with an organ like the 
stomach, in which clear indications may be obtained 
during life of alterations in the secretion and in the 
motor power. 

I suppose that in the minds of most people the 
chief changes which occur in the stomach are 
centred in two words, “ hyper-acidity ” and dilata¬ 
tion,” and these two conditions no doubt indicate 
two of the important changes which occur in the 
stomach in disease. But it will be seen that they 
do not indicate all the changes, and if they are 
considered too exclusively the diagnosis of a par¬ 
ticular case may be erroneous and the treatment 
adopted be unavailing. 

! Alterations in the functions .—The stomach se- 
I cretes HC 1 and pepsin to aid in the digestion of the 
| food. It absorbs a certain amount of the digested 
I food, and for its proper working as a digestive 
I organ it must possess a certain amount of power to 
intimately mix the food and to expel the contents 
into the duodenum and small intestine where the 
further digestion occurs. 

Some of the more recent investigations of the 
' physiology of the stQmach have a bearing on the 
explanation of some of the conditions of disease.t 
J The chyme formed in the stomach does not 

| * Lettsomian Lectures, delivered before the Medical 

, Society of London. 

| f See W. B. Cannon, ‘ Amer. Journ. of Med. Sci.' 
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pass in a steady stream into the duodenum, but 
occasionally and at irregular intervals. Carbo¬ 
hydrates, when given by themselves, pass through 
the stomach early; water and egg albumen pass at 
once; fats pass very slowly and proteids pass late 
in the digestion. 

The relaxation of the pylorus, allowing passage of 
the food through it by means of the peristaltic waves 
of the stomach, is due to the action on it of free 
acid in the stomach contents. Acid in the duo¬ 
denum causes contraction of the pylorus. The 
acid contents of the duodenum, neutralised by the 
pancreatic juices and the bile, open the way to a 
further relaxation of the pylorus by the free acid of 
the stomach. This process of events is what is 
called the acid control of the pylorus. 

If the pancreatic and bile-ducts are ligatured, 
the food passes more readily into the duodenum 
owing to the non-neutralisation of the acid contents 
of the stomach. 

As regards the effect of food on the secretion of 
gastric juice, there is a “ psychic ” secretion which 
occurs normally at the sight of food, and on the 
eating of appetising food. Emotional states may 
inhibit the secretion of gastric juice. Fat in the 
stomach inhibits the flow of gastric juice, and when 
in the duodenum checks the gastric discharge. 
Carbohydrates, when they constitute the bulk of 
a meal, excite the secretion of gastric juice, but the 
acid secreted does not combine with the carbo¬ 
hydrates, and therefore persists as free acid. It 
thus excites relaxation of the pylorus and permits 
of the ready passage of carbohydrates into the 
duodenum. Proteid also excites the secretion of 
gastric juice, but the acid combines with the 
proteid. No free acid being present, there is at 
first no reflex relaxation of the pylorus, so that 
the proteid food remains for some time in the 
stomach, where it undergoes the first process of 
digestion. 

As regards the secretion, valuable results may be 
obtained Dy the examination of the stomach con¬ 
tents during life. The degree of damage which 
the stomach has sustained by disease may in part 
be estimated by the amount of HC 1 and pepsin 
secreted. It is no use attempting to estimate 
these points by inaccurate methods, and the best 
method is that of the test meal with the estimation 
of the total acidity, the amount of free HC 1 , the 
amount of proteid HC 1 and of the digestive 


* power, together with the amount of organic acidity, 

! if any, which is present.* 

! With regard to the amount of secretion of HC 1 
I in cases, the only accurate method of determining 
this is to use always the same test meal after wash¬ 
ing out the stomach, and withdrawing some of the 
stomach contents by means of suction (that is, with¬ 
out dilution) in one and a half to two hours 
afterwards. The test meal used in the analyses 
recorded in the tables consists of 2 oz. of minced 
mutton without fat, 3 oz. of crumb of bread, and 
10 oz. of water. This gives a sufficient quantity of 
i liquid in two hours’ digestion to enable a satisfactory 
i analysis to be made. As will be seen in the tables, 
the HC 1 is divided into two classes, that of free 
| HC 1 and that of proteid HC 1 , the amount of the 
two added together being the percentage of HC 1 
which is secreted by the stomach in two hours. 
As soon as the HCi is secreted by the stomach it 
combines with any proteid present in the contents 
of the organ, and the excess, that is, the amount 
t which has no proteid to combine with, is reckoned 
| as free HCI. The importance of estimating the 
; total HCI secreted by the volumetric method of 

• analysis and not by a colour test is shown by the 

i fact that the colour tests are in the main given only 
, by the free HCI and not by the combined. The 
| test may therefore be negative even though the 
| stomach secretes a large quantity of acid which has 
! combined with the proteid present. 

| The digestive power of the stomach is estimated 


* Details, of methods of analysis (used by Dr. Thiele ).— 
Digestive power-. 1 per cent, solution of egg albumen in 
04 per cent. HCI. (1) Control: 10 c.c. of this + 5 c.c. 
of water. (2) Test: 10 c.c. of this + 5 c.c. filtered gastric 
juice, incubated for 1 hour at 37° C. Pour into Esbach's 
! tubes up to V. mark, fill up with Esbach's reagent up to R. 

1 mark, allow to settle. Express the result as a percentage. 

! Difference in reading x JQa Estimation of HCI: Take 
Reading of control 

j three porcelain or platinum dishes, into each put a measured 
quantity of the filtered gastric juice. To (ij add NaXO a 
at once—contains all the Cl fixed. To (2) add Na. : C 0 3 
after evaporation—contains all the Cl as fixed, less the free 
I HCI. (3) Evaporate to dryness. Each is burnt. (1) Con¬ 
tains all the Cl as fixed Cl; (2) contains as fixed Cl that 
from the proteid HCI and salts of Cl; (3; contains only 
salts Cl: 1-2 = free HCI; 2-3 =* proteid HCI. Each is 
washed into a beaker with distilled water; nitric acid 
added. A known but excessive amount of N/ioAgNO, is 
added and the excess determined by N/10KCNS solution 
with iron alum as indicator. 
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from the same stomach contents by testing its 
digestive action on white of egg. The method is 
purely empirical and the percentages given are of 
comparative value. As a rule, it may be said that 
the secretion of pepsin goes pari passu with the 
secretion of HC1, that is, the greater the percent- j 
age of HC1 the greater is the digestive power of 
the stomach contents. There may be cases in j 
which pepsin is ready to be secreted, but there is ! 
not sufficient acid present to transform the pro- | 
pepsin into pepsin. From a clinical point of view, 
however, there is no necessity to discuss minutely I 
this physiological point. 

Looking broadly at the matter, we have, as < 
regards the secretion of HC 1 in disease, the con- I 
ditions of hyperchlorhydria or excessive secretion of 
acid, hypochlorhydria or deficient secretion of acid, | 
and achlorhydria or absence of secretion of acid, j 
The last condition, however, is, as a rule, only a j 
temporary one. These conditions are associated | 
with either increase or diminution or absence of 
the secretion of pepsin in proportion to the per- 1 
centage of HC 1 present. Hyperchloria is due to 
irritation of the stomach, leading to exqessive J 
secretion of the acid, sq it is met with both in , 
functional cases and in cases of organic disease of 
the organ. It may be induced by irregularity in I 
food and in the mode of living, and this is its usual ! 
cause; but there is no doubt that in certain cases 
the conditions are directly dependent on an in¬ 
creased nervous irritability of the organ. Hypo¬ 
chlorhydria, a sign of diminished secretory function 
of the organ, is present in many advanced cases of 
functional disease, in some cases of ulcer of the 
stomach, and in most cases of cancer of the I 
stomach. | 

Classification of stomach disease .—It is neces¬ 
sary before discussing the changes in the functions 
of the stomach in disease to attempt a classification 
of the conditions met with. This is somewhat 
difficult, and the classification which I have found I 
most useful in the clinical consideration of the cases t 
is the following : 

(i) Functional disease is divided into three 
groups: | 

(a) Gastric irritation of the organ from various j 

causes. j 

(/>) Gastric insufficiency which may result from ; 

irritation of theorganand in which the main condition ! 

is that of deficiency of the functions of the stomach. | 


n 

/ 


(c) Indigestion of nervous origin, in' which 
symptoms referable to the stomach are associated 
with a large number of symptoms referable to the 
nervous system. “Gastric catarrh ,” a term in 
common use, is applied to the cases here called 
gastric irritation. “Acid” catarrh may occur, i. e. 
an excess of mucus with hyperchlorhydria. 

(2) Inflammation of the stomach which may 
occur in various diseases or as a result of an irritant 
poisoning, for which the term “gastritis ” ought to 
be reserved. Such cases as these I do not propose 
to consider in these lectures. 

(3) Organic disease, chiefly ulcer and carcinoma 
of the stomach. 

Secretory activity in disease .—The classification 
of functional disease which I have given is warranted 
as a result of investigation of the alterations of the 
function of the stomach in such cases. Before, 
however, dealing with the signs and symptoms of 
functional disease, it would be worth while to take 
a general review of the secretory activity and motor 
power of the organ in all forms of disease. 

I have already stated that the digestive activity 
of the stomach contents (that is, the amount of 
pepsin secreted) increases or diminishes with the 
amount of HC 1 secreted by the mucous membrane. 
In the ordinary forms of gastric irritation, which 
are commonly described as acid dyspepsia, there is 
hyperchlorhydria. The percentage of HC 1 secreted 
in these cases two hours after a meal is between 
0*25 and 0*4 grm. 

Functional cases .—If, however, we take functional 
cases such as are admitted into the wards of a 
hospital, where there are severe symptoms and 
usually grave defects of nutrition, the condition is 
more frequently one of hypochlorhydria than of in¬ 
creased secretion of acid, as is shown on the tables. 
All the cases here recorded were diagnosed as 
functional, partly from the duration of the illness 
and partly from the symptoms of the patient, and 
mainly from the fact that recovery occurred more 
or less completely as a result of treatment. There 
are twenty-five cases recorded (Table I). In one 
case there was no secretion of acid in two hours' 
digestion ; in four more cases the total acid secreted 
was under o*i per cent.; in six cases the secretion 
was from 0*11—0*14 per cent.; and in the remain¬ 
ing fourteen cases the secretion was either normal 
or (in four) was increased. 

Of the seven cases of neurosis (Cases 1, 6, 1 o, 15, 
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Table I .—Functional Cases. 

The stomach was washed out, and a test meal given of 2 ounces of minced mutton, 3 ounces of bread, 
and 10 ounces of water. Stomach contents withdrawn to 2 hours afterwards. Total acidity in terms of 
HCI; organic acidity in terms of lactic acid; normal HC 1 acidity in 2 hours’ digestion = about 0 2 per cent. 


No. 1 

I 

1 

Age and sex. 

Total i 

Free 

Proteid 

Total 

Diges- 

Lactic 

Duration of 


of 

case. 

acidity.! 

HCI. 

HCI. 

HCI se¬ 
creted. 

tive 

power. 

acid. 

illness. 


I 

M. 62. 

Ol8 

O OO 

0*00 

OOO 

_ 


9 months 

Neurosis ; pain ; headache. 


3 weeks later 
(after treatment) 

019 

OOO 

0*1 

0*1 

25 

T race 



2 

F. 41 . 

0*14 

OOO 

002 

0*02 

20 

0*09 

15 years 

Pain; vomiting; slight wasting; 









great dilatation; loss of sym¬ 
ptoms with treatment. 


3 

M.64. 

Oil 

OOO 

0*05 

005 

Nil 

0 09 

12 months 

Great pain ; wasting (3 stone); 


1 month later 

Ol8 

OOO 

004 

OO4 

,, 

Nil 


bad teeth. 

4 

M. 17. 

Ol6 

OOO 

007 

0*07 

J 8’5 

,, 

18 months 

Dilatation ; pain ; wasting. 

5 

M.49. • • 

014 

OOO 

OOS 

0*o8 

15 

Trace 

10-20 years 

Pain; vomiting; last 12 months 









on milk diet. 

6 

F. 41. 

— 

OOO 

012 

012 

22 

0*07 

2 years 

Neurosis ; pain ; occasional vomit* 


3 weeks later 

OI9 

OOO 

O’ 14 

014 

43 

on 


ing. 

7 

M.55. • • 

017 

OOO 

Oil 

0*1 I 

30 

T race 

Years 

Dilatation ; symptoms in recur- 








rent attacks. 

8 

F. 38 ■ • 

031 

OOO 

012 

0*1 2 

— 

Present 

8 years 

Gastroptosis ; pain ; no vomiting; 









wasting. 

9 

M.69. 

020 

OOO 

O 13 

0*13 


014 

2 years 

Localised pain ; wasting; no dila- 





• 





tation. Post-mortem 3 years 

after; no growth or ulcer. 

10 

P- 33 • 

O46 

OOO 

0*12 

0*12 

20 

and 

17 years ; 
worse 8 

Neurosis ; pain chest ; flatulence ; 






butyric 

vomiting ; dilatation. 








acid 

months 


11 

F. 43 . 

022 

OOO 

0*12 

012 

54 

Trace 

6 weeks 

Tertiary syphilis ; with pain, flatu- 


i week later 

027 

007 

013 

0*20 

__ 

,, 


lence and vomiting. 

12 

M.54. 

0‘2 

— 

— 

0*l8 

55 

Nil 

2 months 

Bad teeth ; wasting ; pain ; vomit¬ 








ing ; — 1 stone in 12 months ; rapid 
ejection of food from stomach. 



ij 

j M. 41 . . 

0*31 

0*04 

0*15 

019 

57 

009 

4 years 

Flatulence; lassitude; some vomit¬ 


I 


: 


i 




ing- . 

14 

M.32. 

029 

000 

, 018 

1 

Ol8 

i 54 

0*09 

2 years 

Pain; vomiting; bad teeth; di¬ 
lated stomach. 

15 

M.46. 

028 

004 

! o 1 17 

0*21 

i 54 

■ 

Nil 

I 2 years 

Neurosis (pain and vomiting). 


i 


! 


1 

Laparotomy 2 years before; 
stomach found normal to naked 




16 

iM.66. 

029 

007 

014 

0*21 

5 ° 

” 

18 months 

eye. 

Pain; vomiting ; bad teeth; 








wasting (1 stone). 

l 7 

|M.6 5 . 

, o'25 

003 

019 

0 22 

83 

»> 

Some months 

Pain ; vomiting; wasting (3 stone) 





bad teeth ; gain of 1J stone in 

3 weeks). 




1 


iS 

M .49 • 

040 

007 

0-15 

0*22 

64 


7 years 

Pain ; vomiting; bad teeth ; no 




1 



dilatation. 

19 

F. 42 . 

036 

007 

0* 16 

02 3 

72 

! 

8 years 

Gastroptosis ; pain ; vomiting; 





wasting; stomach stitched up. 

20 

M.39. 

0‘37 

007 

0*16 

0*23 

54 

,, 

8 months 

Pain; vomiting; wasting; dilata¬ 






tion ; recurrent attack (5 years 
before). 


1 



2 1 

M44 

030 

1 O'OI 

0*23 

0’24 

52 

i 

M 

10 years 

Neurosis; flatulence ; palpitation ; 




1 

| wasting ; lassitude extreme. 

22 

F. 18 . 

O44 

012 

017 

0*29 

72 

j j 

3 months 

j Vomitus nervosa; all food re¬ 


1 


! 



jected. 

23 

M.38. 

O42 

012 

0*17 

o’29 

I 70 

if 

12 years 

1 Neurosis; pain; vomiting. 

-4 

I F. 42. 

044 

— 


0’30 

72 

if 

7 years 

| Pain; flatulence. 


M. 39. 

O 48 

020 

018 

038 

70 

1 

: 

[Some months 

1 

Pain; vomiting; dilatation. 
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Tablk II.— Cases of Ulcer of the Stomach. 


No. 

of 

case. 

Age and sex. 

Total 

acidity. 

Free 

HCI. 

Proteid 

HCI. 

Total 
'HCI se¬ 
creted. 

Diges¬ 

tive 

power. 

Lactic 

acid. 

Duration of 
illness. 


I 

F- 34 - • • 

0-15 

OOO 

OOO 

OOO 

*5 

Present 

Over 2 years 

Pyloric stenosis; set up gastro- 


F. 38. 








enterostomy. 

2 

O’I I 

O’00 

1 004 

004 

20 

i Trace 

2 years 

Haematemesis; increased secre- 


14 days later 

0*22 

! O’OO 

j 0 10 

O’10 

20 


tory activity on treatment. 

3 

F. 49. 

Ol8 

— 

' — 

O 07 

14*2 

i »» 

Worse 10 

Epigastric tumour ; gastro-ente- 





i 




months 

| rostomy ; pylorectomy ; mass 
due to chronic ulcer. 

4 

F. 36. 

021 

002 

004 

O 06 

46 

1 Trace 

1 year 

No food tolerated except pepto- 








and bu- 


nised milk ; gastro enterostomy. 








tyric acid 



5 

F. 40. 

01 5 

O OO 

O’10 

O’10 

22 

Trace 

20 years ; 

Gastro-enterostomy'; ulcer 2 in. 









worse 2 years 

from pylorus ; treated for gastric 










neurosis. 

6 

F. 45 • • 

O 29 

OOO 

0 '5 

0*15 

54 

Nil 

5 years 

Adhesions; old ulcer ; gastro- 


M. 59 - • • 








enterostomy. 

7 

022 

003 

0*1 I 

014 

54 

Trace 

30years; 4 

Old ulcer ; gastro-enterostomy ; 









years haema- 

analysis 3 years after operation. 









temesis 


8 

F. 26. 

026 

OOI 

016 

O’I 7 

54 

I 1 

2 years 

! Haematemesis. 

9 

M.55. • 

026 

O’Ol 

o-. 7 

! o'18 

52 

' Nil \ 

2 years 

Hiematemesis (4 months). 

10 

M.46. . i 

o-23 

0 04 


017 

54 

1 " 1 

10 months 

Pyloric stenosis ; large mass ; 

1 

F. 28 . . . | 


1 

i 0-15 | 




i 

gastro-enterostomy ; ? ulcer. 

I ! 

O29 

1 OOO 

018 I 

018 

72 

11 i 

5 years j 

Hiematemesis. 

I 2 

M.27. 1 

035 

002 1 

01 7 | 

019 

52 ! 

OO9 


Gastro enterostomy ; pyloric ulcer. 

'3 

M.43. . .; 

0’30 

, 0-04 1 

016 , 

O’20 

75 1 

Nil , 

4 years 

Gastro-enterostomy; ulcer of mid- 


1 


1 

1 




region of stomach ; death 18 
months later, with return of 


! 


M- 33 - • • 

1 

i 

J 



1 

| 

symptoms. 

*4 

0'33 1 

009 

015 

024 

72 ! 

,, 

5 years; worse 

Haematemesis. 


! 

1 




12 months 


15 

F. 43 (18 months i 

o *37 

014 1 

0 12 . 

026 

65 ' 

M 

8-10 years; , 

Gastro-enterostomy : pyloric ste¬ 


before opera- , 
tion) 

! 

1 

1 

i 



worse 4 years 

nosis ; scarring and adhesions. 

i 


9 months before 

0*26 

007 1 

0*1 I 

018 

56 

1 

j 




operation 1 


1 



| 



16 

M- 57 - 

0*41 | 

-t 

0 

b 

O’ 23 

027 

72 ! 

1 

8 months 

Hiematemesis; melaena ; relapses. 


4 months later . 

043 

001 1 

0*24 

025 

55 


1 

I 


2 months later . 

031 

004 1 

018 ' 

0’22 

55 

,, 

1 


17 

M. 40. 

o '44 ; 

0*1 I I 

o*i 9 ■ 

0’30 

72 

M 1 

10 years ; 

Haematemesis; attacks of pain 



1 

I 




1 

and # vomiting ; dilated stomach. 

18 

F. 45 • • • 

o ‘47 1 

0*1 I 

025 1 

O’36 

72 

1 

7 years 

Meliena ; great dilatation ; gastro- 


enterostomy. 


21, 22, 23), one showed achlorhydria, two a percent- may therefore divide these cases as regards the 
age of o’ 12, one of o’2, one of 0-24, and two of secretion into seven of hypochlorhydria, seven 
0 29 HC 1 . All these cases were cases of indiges- of normal secretion, and two of hyperchlorhydria. 
tion of food with great predominance of nervous Some other points of interest are shown in the 
symptoms, and the gastric analyses showed the tables; thus, in the case of achlorhydria (Case 1) 
great variation which occurs in the secretion of after three weeks'treatment a fair percentage of acid 

acid in such cases. Sixteen of the other cases '' was found in the stomach contents, and in Cases 6 
were definite instances of damage to the stomach and n a similar result was obtained. In another 

done by irritation of various kinds. In two (Cases case, however (Case 3) the percentage of acid was 
24 and 25) there was marked increase in the actually less after a month's treatment, although 
amount of acid secreted. In seven the percent- this patient eventually was to all intents and pur- 
age of acid was between o’18 and 0 23. In three poses restored to health. The two cases not yet 

the percentage was about 0*12, and in four the mentioned are those of gastroptosis, both occurring 

percentage varied between o’o2 and 0 08. We in women. One (Case 8) showed a diminished 
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percentage of acid,0*12 ; the other (Case 19) showed Ulcer .—The next table shows eighteen cases of 

a slight increase in the amount of acid, 0 23. ulcer of the stomach, and of these, five showed a 

From the table it is quite obvious that at the time percentage of o*i per cent, and under; the re¬ 
cases come under treatment there is great varia- maining thirteen cases were either slightly below 
bility in the secretion of acid in the stomach, so | normal, or more than the normal—that is, showed 
that it is impossible solely from the symptoms to t hyperchlorhydria. I would draw your attention to 
determine whether the case is one of increased acid one case in which, three years after gastroenter- 
secretion, diminished acid secretion, or absence of j ostomy, the secretion of acid was 0*14 per cent., 
acid secretion. In the column showing the diges- and the digestive power was 54 per cent., both 
tive power of the stomach contents it will be seen, below the normal. I shall have to speak later of 


Table III.— Cases of Carcinoma Ventriculi . 


No. 

of 

Age and sex. 

Total 

acidity 

Free 

HC1. 

1 

Proteid 

HC1. 

Total 

H Cl se- 

Diges¬ 

tive 

Lactic 

acid 

Duration of 
illness. 


case. 


creted. 

power. 




I 

M.41. . . 

01 5 

O OO 

O'OO 

O OO 

AT/ 

Present 

11 months 

Tumour; inoperable. 

2 

M. 6 j . 

0 07 

O'OO 

O'OO 

O'OO 

tr 

005 

5 months 

Tumour; leucocvtosis, 19,000. 

3 

M.46. 

010 

O'OO 

003 

003 

14 

Nil 

id months 

Tumour. 

4 

m. 4 o. . . 

009 

O'OO 

003 

003 

25 

009 

6 months 

Tumour; serondary in liver. 


1 month later 

o'13 

1 0 00 

O'05 

0 05 

20 

O 09 



5 

M.52. 

0-15 

O'OO 

003 

003 

Nil 

009 

6 months 

Tumour; inoperable. 

6 

M. 39 (before 

015 

O'OO 

■ 0 03 

003 

13 

009 

— 

Hiematemesis some months after 


operation) 








gastro - enterostomy ; re-admitted 
with growth in stomach. 

7 

F. 50. 

029 

0 00 

0 04 

0 04 

25 

o'18 

9 months 

Tumour; dilatation. 


3 weeks later 

015 

0*00 

0 04 

O 04 

Nil 

012 



8 

M.60. 

O'I I 

O'OO 

005 

005 

M 

T rare 

12 months 

No tumour felt ; one found on 


2 months later . 

0 06 

— 

— 

002 

— 



exploration. 

9 

M.45. 

015 

0 00 

0 06 

0'06 

14 

009 { 

3 months 

No tumour; leucocytosis, 28,000; 
secondly anaemia; died 5 weeks 
later. 

10 

1 M.46. 

O '2 2 

O'OO 

0 07 

* 0 07 

32 

0-09 | 

1 J months 

Gastro-enterostomy ; tumour. 

11 

M. 49 - 

0'l8 

1 O'OO 

006 

o’o6 

25 

009 . 

6 months 

No tumour ; dilatation ; wasting ; 


1 month later 

0*09 

0 00 

0-03 

: 0-03 

26 

009 1 


died few months later. 

12 

M.38. 

0-15 

O'OO 

007 

007 

20 

Nil 

Few months 

Tumour. 

'3 

•M. 51 . . . 

O23 

O'OO 

o'14 

o'14 

40 

009 

5 months 

Gastro-enterostomy ; extensive car¬ 








| 

cinoma at death. 

14 


o'23 

O'OO 

0-15 

0-15 

Nil 

T rare 

3 months 

Tumour. 

15 

IM.45. - • 

027 

4 O'OO 

017 

I 017 

54 

O'OQ 

1 18 months 

Tumour ; mid-region. 

16 

M.32. 

0'3I 

015 

! O' 22 

o* 23 

54 

Nil 

1 11 months 

Large growth at death ; dilatation ; 






1 




no growth palpable. 

17 

M. 62 (10 days 

037 

0*15 

Ol8 

o '33 

, 54 


1 6 months 

Pyloric growth. 


before death) . 







18 

M. 54 (68 days 

0’43 

— 

— 

( °‘37 

72 


2 months 

Pyloric carcinoma; secondary' in 


before death) . 







glands and peritoneum. 


as previously stated, that the digestive power is the condition of the stomach after gastro-entero- 
fairly proportional to the amount of acid secreted, stomy and ulcer, and draw attention to the fact that 
but that even when some acid is secreted, as in not only may there be deficiency in secretion, but 
Case 3, no pepsin may be present in the stomach also from time to time an increase of secretion, 
contents. The secretion of acid in ulcer of the stomach, 

Another point shown in the table is that organic although it shows some variation in individual 
acid is absent in nearly all those cases that show cases, is, on the whole, either normal or above the 
an acidity of over 0 2 per cent.; below that per- normal. The digestive power goes in propor- 
centage of acid organic acids were found, chiefly tion to the amount of acid, and it will be noted in 
lactic acid, in small quantities, although in one case I Case 1 that the stomach contents possessed diges- 
it was 0*14 per cent. | tive power, even though no acid was present. Case 
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15, in which two analyses were done at different 
periods, shows the deterioration of secretory activity 
of the stomach as a result of pyloric stenosis due to 
ulcer; thus, eighteen months before the operation 
the percentage was 0*26, nine months before the 
operation it was 0*18, and the digestive power in 
the former case was 65 per cent., in the latter case 
56 per cent. 

Case 16 is an example of the gradual diminution 
in hyperacidity during treatment. It will be noted, 
however, during this diminution the digestive power 
of the contents also diminished. 

As regards the presence of organic acids, a glance 
at the table shows the presence only in traces in 
those cases in which there was a deficiency of HC 1 . 

Carcinoma .—In the third table, that referring to 
cases of carcinoma, the analyses in eighteen cases 
are shown ; in twelve the secretion of acid was 
below 0*1 per cent., and in seven of these varied 
between o’oand 005 percent. In three cases the 
amount of acid was between o 14 and 0*17 per 
cent., and in three above 02 per cent. In two of 
these cases there was hyperchlorhydria; in one 
case, ten days before death, 0*33 per cent., and in 
the other, sixty-eight days before death, 0 37 per 
cent. All the cases but three (Cases 8, 9, and 
11) had a palpable growth, some underwent 
gastro-enterostomy, some died in hospital. On the 
whole, the cases of carcinoma contrast strongly 
with cases of ulcer and cases of functional disease, 
inasmuch as the greater proportion of cases show 
a great diminution of acid secreted as well as a 
great diminution of digestive power. 

It is evident from what has been stated that the 
secretory activity of the stomach in disease shows 
very great variation. In functional disease and in 
ulcer the secretion may be increased or greatly 
diminished, the number of cases in which it is in¬ 
creased being rather larger than that in which it is 
decreased. 

On the other hand, in carcinoma there is a pre¬ 
ponderance of cases in which the secretory activity 
is greatly diminished, and it is this fact, vCith others, 
which aids in the diagnosis of carcinoma of the 
stomach. 

Irritation of the stomach, whether it is due to 
mode of living or to ulcer, or to carcinoma, leads 
at first to increased secretion. Long-continued 
damage to the stomach leads to a diminished 
secretory activity, the greatest damage being done 


by carcinoma. Attention must, however, be drawn 
i to the fact that increased secretion may be present 
after many years of illness, both in functional 
I disease (Cases 23 and 24), and in ulcer (Cases 17 
! and 18). In functional cases of nervous origin the 
secretion may somewhat rapidly diminish. 

The symptoms which may be associated with 
the degree of acidity of the stomach may be dis¬ 
cussed, but it is somewhat difficult to determine 
! the exact role played by hyperacidity or deficient 
acidity in the production of symptoms. It may be 
! said, however, that greatly increased acidity is asso 
I ciated with burning pain frequently in the epigas¬ 
trium, which causes an irritation of the organ 
1 leading to eructation of liquid, and even to vomiting. 
In some of these cases of hyperacidity there is no 
retention of food in the stomach, but this occurs 
when there is deficient acidity, and deficient 
digestive power, and the accumulation of food in 
the stomach leads to pain and vomiting, and many 
other symptoms associated with functional disease. 

Rap.d ejection of the food indeed occurs some¬ 
times with normal acidity, as in cases 12 and 15 in 
Table I. It will be noted in the table that no ex 
ample has been recorded of the excessive formation 
of organic acids in the stomach. This was pur¬ 
posely done in order to contrast cases in which 
there is no marked bacterial fermentation in the 
organ to those in which it is well marked. The 
traces of lactic acid found in the stomach contents 
in the cases recorded in the tables are derived 
partly from the food which is taken, but mainly 
from commencing lactic acid fermentation. As a 
rule the amount of fermentation which goes on in 
1 functional cases and in cases of ulcer of the 
; stomach is very slight, and never occurs when the 
1 acidity is above the normal. 

Organic acidity . — Increased acidity of the 
stomach contents due to organic acids, mainly 
lactic and butyric acid, occurs to an appreciable 
| extent only from bacterial fermentation in the 
stomach, mainly in cases of pyloric obstruction. 
The acidity which develops in these cases may be 
i extremely high, equal to an acidity of o*8 per cent, 
of HC 1 . Small quantities are not infrequently 
found in cases of diminished functional activity of 
I the stomach—that is, in cases of hypochlorhydria, in 
functional disease, and a similar condition in ulcer 
and carcinoma. In hyperchlorhydria an appreciable 
amount of lactic acid is not present. As the 
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functions of the stomach diminish in disease there 
is a tendency to the presence of these organic acids, j 
so that they are most frequently found in cases of ! 
carcinoma. 

Motor activity : Dilatation .—The motor power 
of the stomach varies very considerably in disease, 
and the deficiency is towards weakening the motor 
power both in a functional and organic disease— 
that is, towards dilatation of the organ. Dilatation 
of the stomach occurs as a result of gastric irrita- ' 
tion, or gastric insufficiency, and of organic disease, ; 
more particularly of pyloric stenosis and other 
forms of obstructive disease, which hinder the ex¬ 
pulsion of the stomach contents into the duodenum. | 
It plays so great a part in stomach disease, being 
in so many cases the main sign observed, that the 
determination between functional dilatation and that 
due to organic disease is of very great importance, i 

In hyperchlorhydria the stomach may show no 
sign of motor power for a long period—months, or 
even years—but in some cases signs of dilatation 
occur and the stomach may become greatly dilated. 
The dilatation may be diagnosed by presence of 
the “ stomach tumour,” by a succussion splash in 
the stomach, and by the determination of the 
stomach area by means of auscultatory percussion. 
Other means of diagnosis are inflation of the organ 
by air or by getting the patient to drink 30 gr. of 
bicarbonate of soda in 4 or 5 oz. of water and 
the same quantity of tartaric acid in water. The i 
normal stomach holds about 35 oz. of water i 
(although it varies very considerably in size), and 
the determination of the amount of liquid which 
the stomach will contain is sometimes useful as an 
additional method of diagnosis. The amount con¬ 
tained may be estimated by seeing how much can 
be supported in the stomach without distress, and 
how much can be syphoned off afterwards. Signs 
of slight dilatation occur commonly in functional 
disease, more particularly in cases of gastric in¬ 
sufficiency and of nervous disorder. The term 
which some would apply to this condition is not 
that of “ dilatation,” but of “ myasthenia.” I do not 
think it is necessary to use this term as long as one 
considers the important point that in many such 
cases s ; gns of dilatation occur only after a meal, and 
may disappear in four or five hours. Dilatation and 
delay of food may occur only after a meal, and 
thus be temporary. As the condition progresses, 
however, it tends to become permanent. 


One point that must be considered, even though 
it more properly belongs to a later discussion, is 
whether great dilatation of the stomach is ever the 
result of functional disease. There is no doubt 
that this does occur. Such great dilatation of the 
organ is unmistakable, inasmuch as the stomach 
forms a flabby bag in the abdomen which is readily 
palpated, and the outlines of which can be recognised 
with a fair amount of accuracy. The importance of 
the recognition that functional disease may cause 
great dilatation of the stomach is evident from the 
fact that the operation of gastro-enterostomy may 
be suggested for such a condition, which by other 
means may be relieved. 

A case may be quoted in which there was very 
great dilatation of the organ, with pain, vomiting, 
and wasting, and from which recovery from all the 
symptoms and failure of nutrition resulted from 
treatment. Subsequently there was a relapse and 
a partial recovery. The patient died from an inter- 
current disease, and the post-mortem examination 
showed great dilatation of the organ, but no organic 
disease, no adhesions, and no microscopic changes 
in the mucous membrane. Other cases have also 
been observed in which very great dilatation of the 
organ has occurred in functional disease, from 
which recovery has ensued on treatment. The 
signs and symptoms which in association with great 
dilatation make one suspect or diagnose presence 
of organic disease will be discussed when we come 
to consider organic disease of the organ. 

Gaslroptosis .—Gastroptosis is a condition which 
requires separate mention. It usually occurs in 
women who have lax abdominal walls, and not in¬ 
frequently in women who have had many children. 
It may, however, occur in single women. In it 
the stomach is greatly dilated and sinks in the 
abdomen, the lower border being nearly on a level 
! with the pubes. In such a case there is bulging of 
the lower part of the abdomen which is most obvious 
1 when the patient stands up, and frequently on 
| standing up there is a dragging pain in the abdomen 
I which is removed when lying down. Gastroptosis 
! is in many cases associated with a previous pro- 
t longed period of indigestion of food, and is directly 
associated with pain, vomiting and wasting. It is 
sometimes associated with enteroptosis, with mov¬ 
able kidneys and with movable lobe of the liver. 
In one such case occurring in a multipara, aet. 42 
| years, indigestion had lasted eight years. There 



DR. MARTIN. 


[Oct. 13, 1909. 13 


The Clinical Journal. ‘ 


were well-marked signs of gastroptosis. 'The secre¬ 
tory activity of the stomach was as follows: (Case j 
19, Table I.) Total HC 1 secreted was 0*23 ; di- j 
gestive activity 72 per cent. ; no organic acids were ! 
present. 

In this case, in spite of the prolonged symptoms 
and the dilatation of the organ, the secretory activity 
of the stomach was normal. The patient lost all 
the symptoms when the stomach was stitched up. 

In another case, also in a multipara, there were 
similar signs of gastroptosis ; the secretory activity 
is shown in Table I (Case 8); it was o’12 HC 1 . 

Congestion of the stomach.*- During normal di¬ 
gestion the mucous membrane, and, indeed, the 
whole of the stomach, is of a rosy pink colour, and 
although actual observations cannot be made during 
digestion in disorder of the organ, yet a considera¬ 
tion of some of the symptoms appears to indicate 
that an excessive flow of blood to the stomach or 
a persistence of the physiological congestion occurs 
in functional disease of the organ, accounting for 
part of the discomfort and weight felt during diges¬ 
tion, as well as perhaps part of the flatulence, 
owing to the discharge of gases from the blood into 
the organ. 

Affection of other digestive glands .—There is 
no doubt that in some cases of functional disorder 
in the stomach there is associated disorder of the 
other digestive glands, the salivary glands, the liver, 
and the pancreas. It is known as regards the sali¬ 
vary glands that in cases of hyperchlorhydria there 
is frequently increased secretion of saliva, which, 
when swallowed, leads to one form of water-brash. 
In some cases also of dilatation of the stomach one 
gets diminished secretion of the saliva, sometimes 
a complete cessation. A similar condition occurs 
in cases of stomach disorder of purely nervous j 
origin. With regard to the functions of the liver 
but little can be said, and there is no accurate 
knowledge of what occurs in the organ. In some 
cases of functional disorder with or without dilata¬ 
tion clayey stools are passed. In some of these 
cases, perhaps in most, the condition is due to a 
change in the pancreas. Whether it may also be 
due to a change in the liver is not known, and at 
present there is no means of discovering. It is, I 
think, of importance to remember that this associa¬ 
tion of changes in the digestive glands and serious 
functional disorder of the stomach probably explains 
not only the grave defects of nutrition which are 


observed in such cases, but also the slow recovery. 
Of associated changes in the intestines I will speak 
later. 

Causes of irritation of the stomach .—From what 
has been previously said it is of great importance 
to have a clear idea as to what are the causes 
which produce irritation of the stomach, not only 
from the point of view of diagnosis, but also, what 
is more important, from the point of view of treat¬ 
ment. In the first place must be put imperfect 
mastication, which may be due either to the bad 
habit of bolting food, or to the deficiency in 
number and soundness of the teeth and pyorrhoea 
alveolaris, and I shall later draw attention to a very 
serious condition which results in middle age from 
this cause in many cases. In the next place food, 
either in too great quantity, too rich, too highly 
spiced, or too indigestible, is a frequent cause of 
irritation of the stomach. This is a cause which 
frequently acts for years, and although for a long 
time individuals may consume large quantities of 
food, yet, if combined with sedentary habits, it leads 
to grave defects of nutrition and serious damage to 
the digestive organs. Meals taken at irregular 
times and exercise or work soon after a meal are 
also a source of stomach irritation. The deficiency 
of daily exercise with the causes mentioned above 
and the rush and over-excitement of life, with, per¬ 
haps, periods of stress and worry, may lead to 
grave gastric disorder. It may shortly be said that 
it is the proper regulation for remedying the defects 
which have been enumerated which result in the 
successful treatment of such cases. The stomach 
is also readily affected by nervous influences, 
chiefly emotional, leading to secretory and motor 
disturbance. One other cause of irritation of the 
stomach must be mentioned, and one of the first 
importance when present. This is a chronic 
intoxication from bacterial sources which results 
from pyorrhoea alveolaris, from chronic tonsillitis, 
and discharges in disease of the nasal passages and 
the antrum, which, when swallowed, lead to chronic 
poisoning of the body. In some cases the re¬ 
moval of these sources of intoxication leads to a 
recovery of the individual. In other cases chronic 
intoxication results partly from putrefactive pro¬ 
cesses of the faeces and partly from infection of the 
pancreas through the pancreatic duct or from the 

appendix. [To he continued '.) 
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ON SOME OF THE DIFFICULTIES WHICH 
MAY ’BE MET WITH IN THE 
DIAGNOSIS AND TREATMENT OF CASES 
OF APPENDICITIS.* 

By RUPERT BUCKNALL, F.R.C.S. 

As I know that you frequently meet with cases of 
appendicitis, and are aware of the difficulties that 
may be met with both in diagnosis and treatment, 

I thought that you would not be unwilling to 
consider some of these difficulties in the brief time 
at our disposal to-night. 

For convenience of description they may be 
arranged in four groups : 

(1) Difficulties of diagnosis at the onset of 
symptoms. 

(2) Difficulties later on when the disease is more j 
advanced. 

(3) Difficulties in determining what medical 
treatment to adopt. 

(4) Difficulties in deciding when to operate, and 
what operative measures to adopt. 

Difficulties in attempting to make a Diagnosis in 
the Early Stages of Appendicitis. 

In a typical case of appendicitis the onset is 
gradual. The first is pain of a colicky character 
generally referred to the umbilical region. Nausea 
may be complained of and the patient may vomit 
once. The bowels are constipated as a rule, but 
in some cases the attack is ushered in by an attack 
of diarrhoea. 

The temperature rises, but rarely exceeds 102° F. 

In the course of a few hours the pain tends to 
shift to the lower part of the abdomen on the right 
side, and becomes more continuous than colicky. 

This region also becomes more resistant and 
tender than other parts, the most markedly tender 
spot being over the situation of the appendix. 

The early colicky pain in the umbilical region is 
undoubtedly a referred pain, due to irritation of 
the branches of the mesenteric plexus which supply 
the appendix, branches of the ninth, tenth, and 
eleventh dorsal roots. 

Though intermittent, the pain is probably not a 
real colic due to spasm of the muscles of the 
appendix, for the appendix does not possess a 

* Delivered before the Dover Branch of the British 
Medical Association. 


; large enough muscular coat to cause spasm. The 
pain that occurs later is due to localised peri¬ 
tonitis. The local tenderness to pressure is usually 
at McBurney’s point because the appendix usually 
; lies below that point. In cases in which the 
appendix lies pendant, in the pelvis, across the pelvis 
1 to the left side, the seat of most marked tenderness 
{ varies accordingly. 

If the appendix lies behind the caecum there is 
usually no tender spot on the anterior abdominal 
i wall. 

Cutaneous hyperaesthesia only occurs when the 
parietal peritoneunf is infected. This symptom 
usually appears later when an abscess is forming 
beneath the abdominal wall, in cases where the 
appendix lies in front of the caecum. 

I will now refer to several cases in which early 
diagnosis presented difficulties. 

In most of them it will be noticed that the 
symptoms were atypical, and in some further 
exploration afforded proof that the atypical sym¬ 
ptoms were due to the presence of some unusual 
abnormality. 

Cask i. A case of appendicitis mistaken for 
cholecystitis and abscess. —A woman, aet. 40 years, 
with history of five days’ pain in the upper part of 
the abdomen on the right side and repeated 
| vomiting. 

I loiter a tender mass appeared to the right side 
I of the umbilicus, and the temperature rose to 
| to3° F- 

Diagnosis of abscess of the gall-bladder, but on 
exploration the appendix was found to lie w’ith its 
extremity upwards in an abscess along the inner 
side of the caecum. 

Case 2. A case of appendicitis^ with marked 
diarrhoea, mistaken for the onset of typhoid .—A 
| man, aet. 34 years; fever gradually mounting 
I higher to io4°F. Diffuse abdominal pain and 
| diarrhoea for four days, thought to be typhoid with 
I unusual amount of pain but found to be appendi¬ 
citis on exploration. 

Case 3. Typhoid fever mistaken for appendicitis 
for eight days. —Symptoms as in previous case to 
begin with; but later, when all pain disappeared, 
the diagnosis of typhoid became evident. 

The absence of increased leucocytosis and 
definite reaction to Widal’s reaction were both of 
great assistance in enabling a diagnosis to be 
established in these cases. 
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Case 4. Intussusception in a child resembling 
appendicitis . — History of umbilical pain and 
repeated vomiting for thirty hours. 

Later the pain settled in the right iliac region, 
and a swelling and tenderness were detected. No 
blood or mucus were passed; temperature between 
ioo° and io 3°F. On examination in the iliac region 
the tumour definitely hardened, pointing to intus¬ 
susception. The pain had also been more inter¬ 
mittent than that of appendicitis. 

In this case the severe vomiting pointed to 
acute obstruction; the fever on the other hand 
pointed to appendicitis. The fact that the pain 
came and went and the typical hardening of the 
tumour when the finger was inserted in the rectum 
indicated intussusception. 

Case 5. Intussusception due to polypus of ccecum 
mistaken for appendicitis —Girl, set. 18 years; 
history of attacks of pain in right iliac region. 
Sudden attack two days ago, with vomiting which 
ceased later. 

Bowels not opened for three days; no mucus 
or blood passed. Tender swelling in right iliac 
fossa. 

Operation revealed an intussusception, and on 
reduction of mass a tumour which proved to be a 
mucous polypus was revealed. 

Here the history and all the symptoms were so 
much like those of appendicitis that it is difficult to 
see how r an error in diagnosis could be avoided, as 
the pain was not intermittent nor was there any 
fever present. 

Cases 6 and 7.—I have twice seen cases of 
movable kidney, with recurrent attacks of pain due 
to distension, mistaken for attacks of appendicitis. 
In one there was infection of the distended pelvis, 
so that fever was also present. In each the pain 
was referred to McBurney’s point, no doubt owing 
to kinking of the upper end of the ureter. 

Case 8.—On the other hand, I have seen a case J 
of appendicitis in a girl, aet. 21 years, where the j 
pain began in the loin and extended round to the 
right iliac fossa, suggesting an attack of renal colic I 
or a misplaced kidney. i 

Later on an abscess formed in the upper part of 1 
the iliac fossa, which could be felt in the loin. I 

This was found to arise from the appendix, which I 
ran upwards along the outer side of the caecum, 
thus accounting for the atypical nature of the 
symptoms and the resemblance to kidney disease. 

Case 9. Appendicitis mistaken for pelvic mischief. 
—In another case of appendicitis in a woman the 
pain on micturition and references to the pelvis 
suggested pelvic trouble, but exploration proved 
that the trouble was due to the appendix, which 


hung low in the pelvis behind the right broad 
ligament. 

Case 10. Appendicitis causing bladder symptoms 
in the male. —A student, on whom I operated for 
bladder symptoms and found the appendix hanging 
in the pelvis adherent to the bladder, had for some 
time previously had attacks of pain on micturition, 
and one attack of cystitis due to infection with coli. 
Bladder or kidney mischief had naturally been 
suspected. 

In fulminating appendicitis there may be great 
difficulty in distinguishing between the symptoms 
of that due to the appendix and that due to the 
stomach, gall-bladder, duodenum or intestine. 

In gall-bladder cases however, the pain is usually 
localised at first, and in stomach cases the vomiting 
is either absent or less marked. 

The gravitation of fluid to the lower part of the 
abdomen in stomach cases may tend to confuse the 
diagnosis with those of pelvic origin. 

Case 11.—In the case of a woman, aet. 35 years, 
on whom I had previously removed the right 
Fallopian tube for a ruptured ectopic gestation, 
and who had subsequently had a normal labour, I 
operated again for fever, pain, and swelling in the 
right iliac fossa under the impression that she had 
another tubal gestation. The case proved to be an 
appendicitis. 

The pain had been getting worse, temperature 
104° F., pulse 140. The right half of the abdomen 
was very tender, and moved less than the left. In 
the region of the gall-bladder and extending to 
about half an inch below the umbilicus was 
an elongated, smooth tumour, like an enlarged 
gall-bladder. The lower end of the tumour was 
| ill defined, and more tender than the upper. 

1 Vomiting had occurred at first, but was not 
I repeated ; the bowels confined three days. 

The condition was regarded as an enlarged and 
distended gall-bladder, with inflammation, and 
possibly an abscess around its lower end. 

An incision revealed a large Riedel’s lobe 
reaching down just below the umbilicus. 

Behind and below it was an abscess extending 
along the inner side of the ascending colon, covered 
in in front by the omentum. 

The abscess was opened, and the vermiform 
appendix, much distended, and proximally blocked 
by a concretion, was found lying with its extremity 
upwards along the inner side of the caecum. 

I now propose to consider the difficulties that may 
be met with in diagnosing appe?idicitis in the later 
stages from other affections. 

In these cases the early symptoms have pro¬ 
gressed, and there is local pain and dulness and a 
mass to be felt. Abnormal position of the appen¬ 
dix and abnormal site of the abscess round it may 
lead to the presence of abnormal symptoms, which 
confuse diagnosis. 
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Illustrative cases : Case i.— A woman with a j 
history of jaundice and attacks of pain in the upper 
abdomen, subsequent pain in the lower part of the 
abdomen on the right side, and acute fever. Gall¬ 
stone colic was diagnosed, but the appendix was 
the organ at fault on exploration. 

Case 2.— A woman, set. 42 years. History of j 
acute pain, at first all over, but later settling in the 
left iliac region. 

Pelvic examination revealed a swelling in 
Douglas’s pouch ; and on bimanual examination 
fluctuation was palpable in the left iliac fossa. The 
case was one of abscess in the Fallopian tube. 

Case 3. Twisted ovarian cyst on the right side 
diagnosed as appendicitis. —Girl, set. 23 years. 
Several attacks of pain in the right iliac region. 
Present attack worse than previous ones. Tempera¬ 
ture 104° F., pulse 140. Round, tender swelling in 
right iliac region low down, reaching 2^ inches 
above Poupart’s ligament. 

Operation showed an ovarian cyst with a twisted 
pedicle. 

Case 4. Twisted ovarian pedicle on right side 
resembling appendicitis. —Girl, aet. 23 years, with 
history of several attacks of pain in the right iliac 
region. Present attack much worse than previous 
ones. Temperature 104° F., pulse 140. Round, 
tender swelling in the right iliac region, reaching 2\ 
inches above Poupart’s ligament, dull to percussion. 

Operation revealed an ovarian cyst as large as a 
fist, with its pedicle twisted three times, the mass 
being much congested and gangrenous. 

Case 5. Suppurating dermoid of pelvis mistaken 
for appendix abscess. —A woman, aet. 60 years, with 
a suppurating cyst in the right half of the pelvis 
giving rise to some pain, obstruction, and a globu¬ 
lar mass of the size of a fist. 

Malignant appendicitis was diagnosed, but opera¬ 
tion revealed a degenerated dermoid cyst of old 
standing. 

Here I think a correct diagnosis was out of the 
question, for the symptoms so accurately resembled 
those of appendicitis. 

Case 6. Pelvic abscess due to perforated gastric 
ulcer diagnosed as appendicitis. —Man, ait. 46 years ; 
six days’ pain in the abdomen, which began in the 
upper part, and soon became localised to the lower 
part on the right side. Temperature ioi° F.; pulse 
130. No vomiting; some constipation; pain on 
micturition. 

Three days later the temperature was 105° F., and 
the pain was more marked and the lower part of 
the abdomen did not move. Dulness was elicited 
above Poupart’s ligament on the right side, and a 
mass could be detected here. An appendix abscess 
was diagnosed and opened, and a secondary abscess 
needed opening beneath the diaphragm. 

Case 7. Acute appendix abscess along ascending 
colon concealed by Riedel's lobe , and diagnosed as 
abscess of gall-bladder. — A woman, set. 43 y ears > ‘Ad¬ 


mitted with pain to the right of umbilicus. The 
pain had been getting worse for six days. Tempera¬ 
ture 105° F.; pulse 156. The condition was re¬ 
garded as an enlarged gall-bladder with an abscess 
around it, but proved to be an appendix abscess with 
the' appendix detached. The presence of Riedel’s 
lobe aided in confusing the diagnosis. 

I now propose to refer to cases illustrating some 
of the difficulties that may be met with in the dia¬ 
gnosis of appendicitis in the later stages of the malady 
from other diseases. 

In these cases the initial symptoms have pro¬ 
gressed, and there is local pain and tenderness, and 
possibly local dulness and a mass to be felt. 

Abnormal position of the appendix and con¬ 
sequent abnormal situation of the abscess, or 
phlegmon, will be found the chief cause of 
abnormal symptoms and signs on which a false 
diagnosis may be based. 

The following examples of this type may now be 
referred to: 

Case i. A case of appendicitis abscess diagnosed 
as an abscess round the gall-bladder. —A woman, 
set. 50 years, with a history of jaundice and attacks 
of pain in the upper part of the abdomen. 

After six days’ pain in the upper part of the 
abdomen the temperature rose to 105° F. and 
the pulse to 106 and vomiting occurred, and there 
was repeated dulness. A mass could be detected 
in the right iliac fossa, and an exploratory incision 
in this situation revealed an ordinary appendix ab¬ 
scess. The gall-bladder presented no abnormal 
symptoms. 

Case 2. A case of appendicitis with abscess 
resembling pyosa/pingitis. —A median incision re¬ 
vealed an abscess extending upwards on the left 
and right sides. The Fallopian tube was healthy, 
but the vermiform appendix was perforated and 
sloughing, hanging down into the abscess cavity 
in the pelvis. 

Here the peculiar position of the appendix in 
the pelvis no doubt led to the formation of a small 
abscess in the pelvis; later, when perforation 
occurred, the pus extended upwards into the general 
peritoneal cavity on the right and left sides. 

Case 3.—Another case in which the appendix, 
extending upwards along the inner side of the 
ascending colon, produced symptoms of gall-bladder 
abscess, will now be described : 

The patient, an old lady, tet. 70 years, had 
had many attacks of pain in the region of the gall¬ 
bladder with jaundice, low temperature, and typical 
biliary colic. 

An operation revealed an abscess extending up 
the inner side of the ascending colon as far as the 
liver, adhesions encircling the gall-bladder and 
fixing it to the colon. 

October nth , 1909. 
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A CLINICAL LECTURE 

ON 

GOUT. 

Delivered at St. Bartholomew's Hospital. 

By SAMUEL WEST, M.D., F.R.C.P., 

Physician to the Hospital. 

Gentlemen,— Gout is an interesting subject, but 
one which is not seen much of in the hospital, 
except in the out-patient rooms, in some of its 
chronic forms. The diagnosis of gout is easy, for 
it is so characteristic and there is nothing much 
like it. The acute attack often comes on in the 
middle of the night, without any particular warning, 
with great pain in the joint of the great toe. Next 
morning there is much constitutional disturbance, 
a coated tongue, urine loaded with urates, great 
irritability, discomfort and pain. The attack lasts 
a day or two and then quickly passes off. After 
the first acute attack there may be an interval, 
years even, before another attack comes on. How¬ 
ever, an undoubted attack of gout is liable to be 
followed by another before very long. Certain 
patients get attacks of gout regularly at certain 
times of the year, every spring for instance. 

The joint affection is characteristic ; the joint is 
swollen, dusky red or livid red, exquisitely tender 
and exquisitely painful, with a certain amount of 
swelling round it and extending some distance be¬ 
yond it, coming on suddenly and often going quickly 
too. After a first attack the joint probably recovers 
completely, and a short time afterwards there will 
be little or nothing to show that there had been 
anything the matter with it. But each time an 
attack occurs there is likely to be left behind more 
or less damage, and so in time the condition is 
reached which is known as chronic gout. In 
this respect we must be clear as to what we 
mean by the term “chronic,” for many of the 
attacks which are called chronic gout are merely 
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recurring attacks of acute gout. But the more 
often the attacks of gout come the less likely 
the joints are to recover completely. So that 
frequently recurring attacks of gout come to be 
associated with permanent changes in the joints. 
And to these damaged joints the term “chronic 
gout ” is also applied. “ Chronic gout ” may then 
be either a clinical term, implying frequent recur¬ 
rence, or a pathological term, implying morbid 
anatomical changes. Many cases of chronic gout 
change the locality of their attack, and may affect 
the big joints, such as the ankle, the elbow, the 
wrist, the knee, instead of, or as well as, the small 
joints, and in very chronic gout almost all the 
joints of the limbs, large and small, may be more 
or less affected. 

Now what is gout? What is the essence of it? 
Though we have much to learn still about gout 
there are certain facts about the disease which may 
be regarded as established. We know for instance 
that it is associated with an excess of uric acid in 
the blood and the deposit of a form of uric acid in 
the joints. I have specimens of a series of joints 
here which show the changes which occur. If a 
gouty joint is opened you see on the cartilage a 
whitish crust, which is urate of soda. Sometimes 
this deposit collects in large masses : here is a 
specimen of the kind. You will see that on the 
surface the cartilage is quite white. Here I also 
have for your inspection some casts of gouty hands. 
Although the joints there are extensively disorgan¬ 
ised, the swellings are largely due to the actual 
deposit. Here is a specimen of a gouty hand, 
such a hand as one of those casts might easily 
have been taken from. Here is a specimen in 
which one of the lumps on the fingers has been 
cut through, and you can clearly see the white 
deposit. The deposit consists of biurate of soda. 
If you were to take a portion of it and put it under 
the microscope you would see a number of little 
needle-shaped crystals. These deposits may take 
place in other parts of the body besides the joints. 

Here is a picture of deposits in a very common 
place, viz. on the ear, which are called tophi. If 
you were to prick such a place and put some of 
the material on the microscopic slide you would 
easily see the little crystals. The redness in these 
cases is due to the fact that the skin over the tophus 
has become inflamed, suppuration may then take 
place, and the little lumps be evacuated or dis¬ 


i 


i 
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charged, and when they come to the surface like this 
they are called “ chalk-stones.” Such fingers are 
often called “ chalky fingers,” and in fact you may 
write on the blackboard with them. But they are 
not chalk; lime has no more to do'with these 
tophi than it has with any other dead tissue in the 
body in which it is deposited. The presence of 
lime in them is merely accidental. 

You may, if you like, connect this explosive 
crystallisation, if one may use such a term, in the 
joints with the early symptoms in the attack, /. e. 
with the violent pricking or stabbing pain in the 
joint. But it is curious how suddenly this comes 
on. If urate of soda deposits in these cases and 
the original cause be due to excess of uric acid in 
the blood, we want to know something more about 
the conditions under which the deposition occurs. 
Uric acid and urea are not poisons in one sense of 
the term at all, that is to say, you can feed a 
patient on uric acid if you like, or give him large 
quanties of urea, and yet you will produce no 
symptoms of poisoning by it. In fact urea is a 
very active diuretic. That in gout there is excess of 
uric acid in the blood can be shown by taking 
some blood-serum and acidulating it, as you would 
urine, putting a thread of cotton into it and 
letting it stand for twenty-four hours. At the end 
of that time you will find crystals of uric acid 
deposited on it. That does not prove the quantity 
of uric acid in the blood, but it does prove 
there is uric acid there, and that it is in excess, 
because in ordinary circumstances you would not 
get it out of the blood in that way. 

The theory which has been suggested for the 
causation of gout is this : that the uric acid exists 
in the blood in the form of a quadriurate, H.H.U. 
M.H.U. The biurate is M.H.U., and the deposi¬ 
tion which probably occurs in the joints is the 
splitting up of that quadriurate into the biurate. 
There are certain technical terms you may find 
mentioned in your books which require a little 
explanation. Urataemia means an excess of uric 
acid in the blood; uratosis a deposit of uric acid in 
the tissues; urolithiasis a deposit, such as calculi 
and gravel, in the kidney. The first two conditions, 
urataemia and uratosis, are closely connected with 
one another. Given excess of uric acid in the 
blood slight causes may determine the (Jeposit in 
the tissues. But it is a question whether there is 
any connection between the conditions of urataemia 
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and uratosis on the one hand and urolithiasis on 
the other, /. e . the formation of uric acid calculi in 
the kidney. A large number of people get uric acid 
calculi in the kidney who have never had gout at 
all. And there not only seems to be no connec¬ 
tion, but in reality some antagonism between the 
two conditions. 

Now let us consider for a moment some of the 
further changes which may follow any attack of 
gout. I do not propose to deal with the joints 
any more for the moment. What is the condition 
of the kidney ? Is there any change in it ? I have 
already mentioned that uric acid may be deposited 
in the kidney in many cases which have nothing 
whatever to do with gout. When there are 
calculi and gravel constantly in the kidney there are 
very likely to be changes in the kidney produced 
in consequence of this irritation produced, there is 
degeneration of the cells and some increase of 
connective tissue, and in the end some of those 
changes that come under the heading of interstitial 
nephritis. You will find specimens in the museum 
illustrating these changes under the heading of 
gouty kidneys. “ Gouty kidneys ” is a misleading 
term, because there is no necessary connection 
between the gout and the condition of the kidneys, 
the changes being due to the calculi present in 
them. 

Now let us turn to the vessels, the arteries and 
veins. When irritating substances like uric acid 
are constantly circulating in the blood nothing is 
more likely than that there should be degenerative 
changes set up in the vessels. Accordingly you find 
that a large number of patients, who are the subjects 
of chronic gout, have thickened arteries, a thicken¬ 
ing not due to a deposit in the vessel wall of bi¬ 
urate of soda, but to the chronic degenerative 
changes which are described as atheroma, and in 
the later stages of gout extensive atheroma is the 
rule. But you must recollect that atheroma is a 
senile change, occuring more or less in all persons 
as they grow old, and as chronic gout lasts a long 
time, so these two conditions are likely to be 
associated without their being necessarily connected 
with each other. 

If there are widespread arterial degenerations of 
this kind, whether due to gout or not, there will 
also be secondary changes in the heart and else¬ 
where. There may be hypertrophy of the heart 
because the heart requires more force to drive the 


blood through such diseased vessels, and in con- 
! sequence of this extra work the heart may degene¬ 
rate, especially if there be atheromatous changes 
also in the coronary arteries. 

In the same way the degenerative changes may 
1 involve the arteries of the brain and the veins, too, 
in various parts of the body. Thus there may 
be a series of arterial changes and there results a 
series of cardiac effects, and perhaps venous 
changes, and so it comes that such terms are used as 
. “ gouty heart,” “ gouty vessels,” “ gouty thrombosis,’ ’ 
1 etc. Yet those conditions are the same as are found 
in other forms of arterial degeneration, and whether 
j there is any direct relationship between those 
1 changes and the gout itself is not yet proved. 

Patients with gout are often said to have a gouty 
heart and may die of what is called gouty spasm of 
| the heart. Yet anybody with a degenerate heart 
may suffer from various forms of cardiac attack : 
j angina, slow cardiac failure, acute cardiac failure, 
and sudden heart collapse, yet none of these con- 
[ ditions need have anything to do, necessarily, with 
: gout. 

Gout is sometimes said to fly from one part of 
the body to another. Metastasis, as this is 
technically called, is a peculiar characteristic of 
gout; for instance, the symptoms may suddenly 
become suppressed in the joints, and an awkward 
complication may arise in some internal organ. 
Sometimes that can be shown to be due 10 a 
deposit of urate of soda crystals in some other part 
of the body. These deposits have beeen seen 
1 sometimes, but very rarely, in the bronchi, so that 
there is then some justification for the term “gouty 
bronchitis.” They have also been seen in the peri¬ 
cardium and in the pleura, so that the terms “ gouty 
I pericarditis” and “gouty pleurisy” have some justi¬ 
fication for their use, but it does not necessarily 
follow that the inflammation of those parts is due to 
the gout. So we have to be careful how we call 
those inflammations gouty. 

If the vessels become degenerate in the way I have 
described, the question arises whether atheroma 
, is the only change that gout may lead to. If you 
find a vessel thickened you think of two changes : 
in an elderly person, of atheroma, and in one who 
j is younger, of granular kidney. I have referred to 
i the relation of gout and atheroma ; I will now 
! consider whether there is any relation between 
| gout and granular kidney ? Many patients have 
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granular kidney who never get gout at all. Many 
patients who have had gout for a very long time 
are found not to have granular kidney. The asso¬ 
ciation, then, if there be any, is not a constant one. 

Let us take in illustration the instance of lead. 
That is another affection which is supposed to 
stand in very close relation to granular kidney. 
Lead is a poison circulating in the blood, and it is 
capable of exciting changes in the vessels. As 
chronic lead poisoning is often found associated 
with changes in the vessels and with granular 
kidney it is often assumed that lead is a common 
cause of granular kidney. Yet a large number of 
cases of lead poisoning of very long standing have 
not got granular kidneys at all, and some people 
with granular kidneys may be exposed to lead 
poisoning and yet never have suffered from it. So 
there is no closer connection between lead poison¬ 
ing and granular kidney than there is between gout 
and granular kidney. And what we may say of 
one we may also say of another. But you may 
suppose this, which I believe to be the fact, that 
when a patient has granular kidney he is much 
more liable to gout and to lead poisoning than he 
would be if he had not granular kidneys. And 
that, I think, is the real association between them. 
The kidney is defective, and therefore its action is 
not good. And if there is a poison to be got rid 
of, the kidneys do not get rid of it properly, and 
lienee that poison accumulates in the body, or is 
very likely to do so. So in the one case there are 
the symptoms of lead poisoning, and in the other 
the symptoms of gout. 

What are the causes of gout ? in other words, 
What will lead to excess of uric acid in the blood ? 
On the one hand the amount of uric acid in the 
blood may be normal, but there may be a dimin¬ 
ished excretion of it. And that is probably why 
rases of granular kidney are more liable to gout 
than they would be if their kidneys were sound. 
On the other hand the elimination may be normal 
and the amount of uric acid be in excess. The 
uric acid is chiefly derived from the nitrogenous 
food but not so much from the albumens of it as 
from certain forms containing purins, e.g. xanthin, 
hypoxanthin and nuclein. If uric acid be in 
excess in the blood, part of it, or at any rate part 
of the purin on,which it depends, is burnt up in 
the tissues and especially in the liver. It often 
happens that a patient subject to gout will say, “ I 


knew I was going to have an attack of gout because 
my liver had been giving me trouble/’ Many 
patients connect their symptoms with what they 
call their liver, that is to say with some intestinal 
or stomach condition associated with a feeling of 
fulness about the liver. So dyspepsia followed by 
perverted metabolism is a very frequent precursor 
of gout. The so-called complications of gout are 
many of therp not due to gout but to other condi¬ 
tions associated with it, of which the most important 
are granular kidney and arterial degeneration. To 
these must be referred most of the cases of cardiac 
failure—angina, venous thrombosis, cerebral haemor¬ 
rhage or fhrombus—that are met with. Gouty 
iritis may be a true complication and due to actual 
uratic deposit on the rim of the iris. So also may 
be some of the cases of acute pericarditis, acute 
pleurisy and even bronchitis, though actual uratic 
deposits in these parts are, as has been already noted, 
very rare. You must, therefore, distinguish clearly 
in your mind between gout and the diseases which 
may be associated but not be directly connected 
with it. 

Some of the facts I have referred to will have 
already suggested to your minds certain questions of 
| treatment. If uric acid is so largely dependent on 
I the peculiar quality of the food which is introduced 
into the alimentary system, then the diet of the 
person forms a very important part of the treatment, 
and lies at the bottom of very nearly every rational 
treatment of gout. But it is important to 
remember that idiosyncrasy has to be reckoned 
with, and that a dietary which suits one patient 
may be detrimental to another. A general dietary 
may be constructed for gouty persons, but it will 
require to be modified and adapted to each 
individual case. The change consists largely in 
the very soluble quadriurate of the blood being 
converted in the joints into the much less soluble 
biurate and deposited on the cartilages. Why does 
this occur? Is there anything in the joint itself 
which will explain it? Biurate of soda is very 
soluble in water, so if a stream of water were poured 
over such joints as I have shown you, even a thick 
, deposit would be dissolved in a few hours. But if 
there was any alkali with it, like bicarbonate of 
i soda, its solubility will be very much less. The 
synovial fluid contains a large amount of carbonate 
of sodium, just as lymph does, and indeed more 
than any other tissue in the body, so that the urate 
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which is held in solution in the blood, if it passed 
into the joint, would be at once precipitated. This 
serves to explain why an attack of gout is often 
brought on by exertion, the over-work of the joints 
leading to excess of synovial fluid, and the patient 
being gouty gets a deposit in the joint the next 
day. Exercises are often said to be curative for 
gout, and so they are, but in people not accustomed 
to taking exercise, violent or protracted exercise 
will often determine an attack of gout. Water 
cures have been much used for gout, with the 
idea of washing the urates out of the body by 
increasing the action of the skin, bowels and 
kidneys. 'This, with careful dieting and regular 
exercise, constitute the principles of treatment 
at most of the gout baths and spas. But these 
systems of cure are easily overdone, and by 
lowering the general tone and vigour of the patient 
send him home requiring to be re-invigorated and 
toned up before he feels himself well again. And 
so patients often say that the good of the course was 
not obvious till they had been back home for a 
time. If water and water cures are good alcohol in 
any form is bad for gout, and unless patients prefer 
their gout they should abstain from taking alcohol. 

Though rules may be laid down for the treat¬ 
ment of gout in general, they cannot be applied 
without discrimination to every case, and to be 
successful each case must be studied individually, 
"and the treatment modified and adapted to suit 
it, and in no diseases does idiosyncrasy, that great 
stumbling-block in therapeutics, make itself more 
evident than in gout. 

October \Sth, 1909. 


The Relationship between True and False 
Angina Pectoris. —G. G. Sears is inclined to 
regard the general condition as a vascular colic of 
reflex origin in some circumscribed area of the 
heart and possibly in its milder manifestation of 
the vasa vasorum in the ascending aorta, with 
resultant ischaemia in the parts supplied. If this 
be true the mechanism by which the attacks are 
induced is essentially the same in all forms, and 
hence a distinction between the true and false must 
rest on the presence or absence of some patho- 1 
logical lesion on differing clinical symptoms, or on 
a combination of the two. In some fatal cases, 
however, no lesion has been found.— Med. Record , 
vol. lxxvi, No. 14. 


ON FUNCTIONAL DISORDERS OF THE 
STOMACH AND INTESTINES; 
THEIR DIAGNOSIS FROM ORGANIC 
DISEASE, AND TREATMENT.* 

By SIDNEY MARTIN, M.D., F.R.S. 


(1 Continued frontpage 1 3.) * 

Symptoms of functional disorder .—The method 
of examination in disease of the stomach is to be 
carried out with a certain definite routine, in order 
that no point may be missed. However simple 
the case may appear, complete examination of the 
patient may result in the discovery of one point 
which shows that the case is more serious than the 
symptoms themselves would show. After an exa¬ 
mination of the organs of the thorax, a special 
examination of the abdomen is to be undertaken 
for the determination of the presence of tender 
spots, of dilatation of the organ, for the presence 
or absence of thickening or tumour. In the ner¬ 
vous system the condition of the knee-jerks is 
important, and great exaggeration of the knee- 
jerks would indicate that hyper-excitability of the 
nervous system might explain the symptoms of the 
patient. A blush over the upper part of the chest 
is also important as an indication of nervous excita¬ 
bility. T'he condition of the nutrition of the 
individual is frequently overlooked. The condition 
of the muscles, whether wasted or not, the amount 
of fat present under the skin, the presence or 
absence of myotatic irritability are of importance. 
As an illustration of this I would mention a case in 
which a man under forty complained during 
six weeks of epigastric pain after food, some flatu¬ 
lence, and occasionally vomiting without haemate- 
mesis. Examination of the abdomen revealed no 
dilatation of the stomach nor the presence of any 
tumour, but the wasted condition of the muscles 
and the presence of excessive irritability of them 
showed that the symptoms were associated with a 
grave defect of nutrition. In the examination of 
the stomach contents after a test meal a great de¬ 
ficiency of HC 1 was found, and at the operation 
decided upon carcinoma of the stomach was dis¬ 
covered It was the condition of nutrition of this 
patient that really indicated the presence of a 

# Lettsomian Lectures, delivered before the Meoical 
Society of Londoa 
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serious illness, because functional disorder does 
not produce this result in so short a time. 

Lastly, in the examination of a patient the 
question of the analysis of the stomach contents j 
must be considered. In many cases the chemical 
analysis of the vomited matters is sufficient to in¬ 
dicate the presence or absence of HC 1 and the 
amount of organic acid present. But in some 
cases it is necessary to give a test meal in order to 
observe the exact condition of the secretory activity 
of the organ. It is not necessary to do this in 
cases of mild functional disturbance, but it is neces¬ 
sary in cases of prolonged disorder, in many cases 
of ulcer, and in doubtless cases of carcinoma. 
One point in the examination of the stomach 
contents must be mentioned, and that is the 
amount of vomit which is brought up at one time j 
by the patient. In cases of great dilatation the 
vomited matter is large in amount and vomiting * 
occurs frequently. In cases of progressive pyloric 
obstruction the vomiting is infrequent, and not un¬ 
commonly occurs towards the end of the day, when 
about a pint of liquid is brought up, and the re¬ 
currence of such vomiting is indicative in the 
absence of “ nerve ” symptoms, as a rule, of pyloric 
stenosis. Smaller quantities than a pint are 
frequently brought up, usually in cases of hyper- 
chlorhydria or of neurosis, and small, frequent , 
vomiting is usually indicative of this condition. 
The mode of vomiting is also important, whether 
emesis, eructation, rumination, or regurgitation. 

Slight cases offunctiorial disorder .—The diagnosis 
and treatment of slight cases of functional disorder 
are of great importance, inasmuch as in the majority 
of cases which are not of nervous origin the 
treatment is simple and the cure is certain. Such 
mild cases, when they occur, at any rate in adults, 
are always associated with hyperchlorhydria, but not j 
with dilatation of the organ. In the middle-aged 
and old the symptoms, however, may be associated ! 
early with signs of dilatation. In nearly all cases 
there is something definite in the mode of life 
accounting for the stomach disorder, such as absence ; 
of teeth for mastication, irregular meals, improper 
food, the bolting of food, the taking of too large a 
quantity of alcohol, and too much tobacco smoking. j 
In some cases one or other of these causes is com- j 
bined with excessive work or worry. The symptoms , 
produced are all referable to the taking of food ; . 
the discomfort, fulness pain in the chest, comes i 


on from half an hour to two hours after a meal, 
lasting sometimes to the next meal, when the sensa¬ 
tions are relieved by taking more food. If the 
hyperacidity is very great there may be a burning 
sensation in the stomach or lower part of the oeso¬ 
phagus, as well as eructation of acid liquid into 
the mouth. Vomiting may occur from time to 
time, but it is not a main feature of the condition. 
As a rule there is no loss of weight associated with 
these early symptoms, so that the condition has 
been called the “ acid dyspepsia ” of healthy people. 
This, of course, is a misnomer, as people are 
not healthy who have hyperchlorhydria. Mild 
symptoms over a long period will end in dilatation of 
the stomach, which is associated with more severe 
symptoms. When this is the case hyperchlorhydria 
may be present as frequently as the condition of 
hypochlorhydria. In such cases dilatation may be 
only slight or well marked, or may be associated 
with dropping of the stomach (gastroptosis). Mild 
cases do not at once develop into the condition 
described mainly because the symptoms are so un¬ 
comfortable in mild cases that the patient himself 
frequently cures the illness by diminishing the 
amount of food and alcohol or by other means ; 
so that there is usually a history of recurrent mild 
attacks of indigestion of food which are described 
as latterly being more severe in character. The 
duration of the illness may be from two years up 
to twenty or thirty. It is very important to appre¬ 
ciate this aspect of functional disease inasmuch as 
it is one of the points of diagnosis from organic 
disease of the organ. Not a few such cases are 
diagnosed as pyloric stenosis and ulcer when there 
is only a functional change. 

In some cases of apparently mild indigestion of 
food the stomach suddenly dilates and the picture 
of the serious symptoms of acute dilatation is 
presented. This acute dilatation may occur in 
young or old, and is characterised not only by signs 
of very great dilatation of the organ but by loss of 
appetite and vomiting. If no vomiting occurs the 
symptoms may be extremely serious, as shown by 
signs of cardiac failure and bodily depression, and 
death even has occurred if the stomach contents 
are not speedily removed. 

The case may be quoted of a man, set. 32 years, 
who had for six weeks a slight indigestion of food; 
acute dilatation supervened, possibly immediately 
induced by some unsound fish which had been 
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eaten. When the patient was admitted into the 
hospital the stomach was a large flabby bag in the 
abdomen. The amount of vomited matter brought 
up in the day was between two and three pints. 
It contained large quantities of bile, lactic and 
butyric acids and only a small proportion of HC 1 
(0*05); a small quantity of blood was present and 
the digestive power was 21 per cent. The patient 
recovered completely with rest, daily lavage, and 
diet. 

Advanced cases of functional disorder .—As has 
been stated in these cases there may be either 
hyperchlorhydria or hypochlorhydria—that is, an 
increased secretory activity of the stomach or a 
diminished, an increased power of chemical diges¬ 
tion or a diminished power. In such cases, 
therefore, it is nearly always advisable to determine 
the secretory activity of the stomach by means of 
a test meal. Dilatation of the organ is nearly 
always present whether there is hyperchlorhydria or 
hypochlorhydria, and there may be a condition of 
gastroptosis. The history of such cases, as has 
been said, is nearly always a long one whether the 
symptoms be continuous or simply recurrent. In 
“ nervous” individuals and in middle age the history 
may be short. In these advanced cases there is 
almost invariably wasting and the loss of flesh may 
be excessive. Two or three stone may be lost, or 
even more, in the course of twelve months or two 
years. There is digestive distress on the taking of 
food, either immediately or some two hours after a 
meal. This digestive distress frequently leads to 
vomiting. Previous to treatment the patient fre¬ 
quently complains of pain in the epigastric region. 
This symptom, however, is not usually to be 
observed in such cases after they have been put 
to bed. The vomiting also in such cases frequently j 
ceases on resting. Flatulence is a frequent sym- j 
ptom, commonly most marked towards the end of 
the day, preventing proper sleep at night. Cases 
associated with complications such as arterio¬ 
sclerosis and other diseases are not now under 
consideration. In uncomplicated cases in the 
examination of the abdomen one finds splashing 
in the stomach or the signs of great dilatation. 
The abdomen is as a rule lax, the muscles being 
soit and flabby. 

In middle age cases occur which are of great 
importance, inasmuch as they are frequently mis- | 
taken for carcinoma. These cases are nearly ! 


j always associated with the absence of teeth or the 
, presence of pyorrhoea alveolaris. They do not 
present any great differences to the cases previously 
! mentioned. They may show deficient secretory 
activity or increased secretory activity on the part 
of the stomach. The symptoms are epigastric pain, 
frequently vomiting and wasting and flatulence. 

! An illustration may help in the appreciation of 
these cases. A man, set. 64 years, a gamekeeper 
j leading a healthy out-door life, had suffered for 
twelve months with abdominal pain after meals, so 
that he had to live on slops for the last six months ; 

| he had not had any vomiting nor had he brought 
! up any blood, but previous to his attack his meals 
had been irregular and he had bolted it owing to 
j deficiency of teeth. There was a loss of 3 st. 
in weight in six months. T*he patient when ad¬ 

mitted (with the diagnosis of carcinoma of the 
| stomach) had a good colour but was emaciated. 
The stomach was slightly dilated, holding two pints 
of water easily, but no other signs of disease were 
discovered. The examination of the secretory 
activity by a test meal is recorded in Table I 
(Case 3), and showed a condition of hypochlorhydria 
which was the same one month later when re¬ 
examined. With lavage, rest, and dieting all the 
symptoms disappeared, and during the stay in 
hospital the total gain in weight was nearly 8 lb. 
Subsequently the patient kept well although he 
did not regain the 3 st. which he had lost. The 
result of the treatment here shows that the case 
was one of functional and not organic disease, 
even though there was greatly deficient secretion. 

Another case may be mentioned also in a man 
of just beyond middle age in which there was 
absence of teeth and some history of bolting of 
food. There was pain after food, with vomiting, 
but no hasmatemesis. The loss of weight was over 
2 st. This is a case which was associated, not 
with dilatation of the stomach, but with the 
rapid passage of the food from the stomach into 
the duodenum, and with hyperchlorhydria. He 
recovered with treatment. 

A third case may be quoted in which a man, 
ret. 68 years, for two years suffered pain in the 
left side of the abdomen at 4 p.m. and 2 a.m. In 
three months he lost 2 st. in weight. Vomiting 
occurred very rarely but there were acid risings. 
The patient was a gross feeder, eating all kinds of 
indigestible food. He was thought to have organic 
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disease and an operation was advised, but the result 
showed that no organic disease was present. The | 
examination of the stomach contents ('Fable I, Case 
y) with a test meal showed total acidity 0 2, total ( 
HC 1 secreted o’13, lactic acid 0*13 grm. Next day, 
however, in the same test meal the result was 
different. The total acidity was 0*12, the amount 
of HC 1 secreted was o 065. and no lactic acid was 
present. This patient with rest and diet lost his 
symptoms and gained in weight. He died three 
years later of a condition quite different from the 
symptoms indicated ; no growth was present. 

'These three cases are of a type which is not un¬ 
common. Simulating as they do in their general 
features cases of carcinoma, the diagnosis of the 
condition becomes very difficult in the absence of 
a palpable or demonstrable tumour. 

Indigestion of nervous origin : nervous dys¬ 
pepsia .—The cases included under the heading of 
114 nervous dyspepsia ” are some of the most difficult 
with which one has to deal, not only because the 
diagnosis from organic disease may present extreme 
difficulties, but because the treatment is difficult 
and often ineffective. A good many kinds of cases 
may be included under the heading, such as those 
which, at one end of the line, show signs of mental 
disease or profound neurasthenia with stomach 
symptoms, and those at the other end of the line 
in which what appears to be at first a functional 
disorder of the stomach develops nervous symptoms. 
In many of these cases, too, there is not simply a 
condition of inefficient digestion in the stomach 
but a deficiency of assimilation, and in all probability 
a deficient activity of all the organs of digestion. 
But there are many cases which may be called 
more particularly 44 nervous dyspepsia/’ in which 
symptoms referable to the stomach predominate, 
and it is more particularly of such cases that I wish 
to speak. There are certain characteristics of this 
class of cases which I will try to formulate in order 
to simplify their discussion. 

(1) Many cases show a great exaggeration of one 
or other of the symptoms of functional disorder of 
the stomach. Thus there are cases which show 
flatulence as the most prominent symptom, others 
which show eructation or hiccough, vomiting, pain, 
dilatation, or emaciation individually as the most 
prominent symptom. 

(2) Associated with the gastric symptoms are j 
reflex nervous symptoms such as headache, palpita- | 


*ion and dyspnoea, and extreme lassitude, mental 
and bodily. The knee-jerks are exaggerated, and 
there is often a characteristic blush over the chest, 
In the family history there is frequently migraine, 
epilepsy, asthma, nervous breakdown or mental 
disease. 

(3) Another characteristic of this class of cases 
is the variability which they show not only in their 
symptoms, but more particularly in the reflex 
symptoms, and the cessation of apparently serious 
symptoms is frequently as abrupt as their onset. 

(1) The discussion of the important symptoms 
of nervous dyspepsia will be of help in the con¬ 
sideration of the cases. 

(a) Flatulence. — This, of course, is a common 
symptom in functional disorder of the stomach. 
It is caused by the sources of irritation previously 
mentioned, and is also present in dilatation of the 
stomach from whatever cause, and in bacterial de¬ 
composition in the stomach. But the flatulence in 
nervous dyspepsia differs from that just mentioned 
very often in its explosive character, in its sudden 
onset without obvious cause, and in the very large 
quantities of gas which are brought up. The accu¬ 
mulation of gas in the stomach is due (apart from 
bacterial fermentation) to the swallowed air and 
saliva, to regurgitation of alkaline liquids from the 
intestine, to the discharge of gas into the stomach 
from the blood : any of these causes may be present 
in the flatulence of nervous dyspepsia. Frequently, 
however, such patients swallow air and bring it up 
again, a condition which is readily recognised by 
observing the patient. I11 such cases the stomach 
is very often not distended. 

( b) Eructation of liquids. —This is a very common 
symptom in nervous dyspepsia, and is not present 
in organic disease. The patient brings up small 
quantities of liquid not infrequently in order to 
show the doctor, and this may go on very frequently 
in the day and for several days. The liquid is 
usually acid and may be hyper-acid, but it is some¬ 
times neutral, especially if the eructation occurs a 
long time after food. Many of these cases resemble 
cases of prolonged hiccough and sneezing which 
some of these neurotic patients show, which when 
they occur with stomach symptoms may be con¬ 
sidered as reflex effects of gastric irritation. 

(c) Vomiting and emaciation. —A typical case of 
nervous vomiting is one which occurs with very great 
frequency sometimes after meals, but not always, 
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and one which although it is associated with the 
intake of food is not necessarily associated with pain 
in the abdomen. The vomiting sometimes lasts 
for long periods, may be years, in attacks, and may 
be associated with great emaciation. The vomited 
matters are sometimes hyper-acid from HC 1 , some¬ 
times normal in acidity. In many of these cases, 
indeed, one finds that there is no alteration in the 
secretory activity of the stomach as in the case, for 
example, as shown in Table I (Case 15 ), in which 
there were recurrent pain and vomiting and in 
which the stomach secreted 0 2 per cent, in 
the test meal. The same is shown in Case 22 
(Table I). 

In the case of a woman, ret. 48 years, vomiting 
in attacks was associated at first with abdominal 
pain, lasting for qine months. Her weight was 
reduced to 5 st. 12 lb. She had no signs of 
organic disease, but the stomach was somewhat 
dilated. The excessive vomiting and emaciation 
might in this case have suggested organic disease. 
The patient had, however, none of the aspect of 
serious organic disease, and the result of treatment 
showed that the vomiting was purely of nervous 
origin, as rest in bed, dieting, and the administra¬ 
tion of a simple alkaline mixture caused a gain in 
weight of 21 lb. in three weeks. She was under 
treatment for six weeks, during which the total gain 
in weight was 18 lb. During the last three weeks 
of treatment she had two attacks of prolonged 
weeping and vomiting. Three months later there 
was a further gain in weight of nearly 2 st., so that 
the total change in weight was from 5 st. 12 lb. to 
9 st. Complete recovery ensued. 

Sometimes the onset of nervous vomiting is due 
to organic disease elsewhere than in the stomach 
as in the case of a woman who had an attack of 
peivic cellulitis. During convalescence excessive 
vomiting began which was not relieved by rectal 
feeding or milk diet, but ceased on giving a small 
dose of a sedative in an alkaline mixture and solid 
food. Complete recovery ensued. 

In another case a single woman, ret. 36 years, 
had the uterus removed for fibroids. Afterwards 
she suffered from abdominal pain and vomiting. 
For six months she vomited after all food; there I 
was no hrematemesis, but there was a considerable 
degree of wasting. The case was diagnosed as one 
of gastric ulcer and an operation was advised. 
The thin, nervous-looking patient, however, did not , 


vomit, but when watched was found to bring up by 
regurgitation, or rather rumination, mouthfuls of 
stomach contents containing some mucus. There 
were signs of dilatation, but the patient got quite 
well with a diet of solid food, rest, and lavage. 

Though vomiting may be the main symptom in 
these cases yet other symptoms may be present 
which are of great importance. As has been stated 
emaciation sometimes occurs. It does not always 
do so, and the neurotic patient who brings up food 
constantly may remain quite plump. This, indeed, 
is one sign which will enable one to recognise the 
nervous character of the vomiting. Some of the 
patients, however, become dietetic invalids, and the 
aspect of the patient who is emaciated, who is 
vomiting constantly, who has abdominal pain and 
can only take small quantities of milk with less 
quantities of solid food is decidedly alarming. Such 
cases are not infrequently diagnosed as due to 
organic disease, sometimes chronic appendicitis or 
gall-stones, or ulcer of the stomach or adhesions of 
the stomach, but such apparently serious symptoms 
do not necessarily mean organic disease. 'The 
patient may recover completely with perseverance 
and treatment. 

Thus in a woman, ret. 30 years, who had been ill 
for four years with abdominal pain and distension 
after food, occasional vomiting, no hrematemesis, 
with emaciation and recurrence of the vomiting sym¬ 
ptom, with great diminution of diet, so that insuffi¬ 
cient food was taken to support life, the result of 
six months' treatment removed all serious sym¬ 
ptoms, produced a gain in weight, and complete 
recovery two or three years later. 

Indeed, in many of these cases in which the 
diagnosis of organic disease may be doubtful it is 
imperative to try prolonged treatment before a 
diagnosis can be made. Surgical interference in 
such cases is not beneficial to the patient. 

Emaciation .—Those cases which show emacia¬ 
tion as the main symptom are also very remarkable. 
They are sometimes mistaken for organic disease. 
As an example of this class of cases I would quote 
the following : 

A young woman, ret. 21 years, began her illness 
at school with some signs of indigestion of food, 
pain after meals, flatulence, flushing. For the last 
five years she has been under constant medical 
treatment. The variations in weight in this case 
are of interest. 
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Ait. 15^ years, 8 st. 8 lb. 

Ait. 19 years. 6 st. 2 lb. 

JEt. 19 years (after Weir-Mitchell treatment), 
7 st. 1 lb. 

Alt. 20 years, 6 st. 10 lb. 

/Et. 21 years, 4 st. 9 lb. (after eight months' 
Salisbury treatment). 

The patient at this stage was a skeleton, and 
though taking mainly liquid food had n‘o sign of 
organic disease, but showed great dilatation of the 
stomach with some gastroptosis. No treatment 
was of any avail. 

In another patient, a man, ret. 53 years, the 
illness began with what was called gastric catarrh' 
two years before being seen. He lost 4 st. in 
weight in five months, and had no vomiting, pain, 
or haematemesis, and no sign of dilatation of the 
stomach. With rest and diet he gained 2 st. in 
weight, but never completely recovered. In the 
last year his weight has diminished from 12 st. 
to 7 st., still with no signs of organic disease. 
The patient being a highly intelligent man is now 
a dietetic invalid, completely self-centred, directing 
his own treatment, and having all his pots and 
pans at the side of his bed in order to prepare his 
own food. He has had several attacks of Bacillus 
coli communis in the urine, an infection associated 
with his extremely emaciated condition. An 
improvement in the condition occurred by judi¬ 
cious dieting and increase of food, a gain of over 
2 st. being recorded. Recovery, however, in 
such cases, no matter what the treatment adopted, 
is not very common, inasmuch as relapses are very 
apt to accur. What the condition is due to it is 
very difficult to say, but there appears to be dimi¬ 
nution of all the digestiveand assimilative functions. 

(d) Pain .—Many cases of stomach neurosis 
complain of pain. It is an extremely difficult 
symptom for the observer to gauge. The pain in 
neurosis has, however, several characteristics 
which enable one to recognise it in many cases. 
Although it may be localised in the epigastrium 
and thus suggest the presence of organic disease, 
it will frequently cease in that spot and shift to 
another, perhaps quite outside the stomach region. 
Such epigastric pain in gastric neurotics frequently 
disappears when pain in quite remote parts of the 
body supervenes, such as headache or neuralgia, 
and some of the cases are very remarkable in which, 
as the epigastric pain disappears the headache 


supervenes, and vice versa . Its varying character 
is therefore one of the characteristics of the pain 
of gastro-neurotics. In the next place the pain 
may be the main symptom complained of by the 
patient referable to the stomach, and it may not 
be accompanied by vomiting. In many cases, too, 
it is not directly referable to the ingestion of food. 
Tenderness is sometimes associated with the pain. 
Local pain may be at one time impossible to dis¬ 
tinguish from that of organic disease. If, however, 
there are several tender spots over the abdominal 
area the pain is of nervous origin and not due to 
organic disease. The cases in which pain is a 
marked feature are not infrequently diagnosed as 
ulcer of the stomach, but it is not difficult in these 
cases, owing to the absence of vomiting, to the 
shifting character of the pain, to the presence of 
several tender spots or to the interchangeability of 
the abdominal pain and pains in other parts of 
the body, to the presence of exaggerated knee- 
jerks, to recognise the symptoms as due to func¬ 
tional and not to organic disease. 

Attention must be drawn to certain cases in 
which severe headache is a prominent and persis¬ 
tent symptom in a nervous disorder of the stomach. 
The stomach symptoms may be quite slight and 
the headache intense, but though the headache 
must be considered a reflex nervous symptom it 
gets better by proper diet and rest without the use 
of sedatives. 

(e) Dilatation .—Signs of dilatation of the 
stomach are very common in cases of nervous 
indigestion of food, and may be present in any 
of the cases which have been described. 'File 
dilatation is, as a rule, not excessive, and varies 
greatly from time to time. Sudden increased 
dilatation may sometimes occur as the result of 
excitement or other emotional disturbance. In 
such cases vomiting may be absent, but there may 
be an exacerberation of reflex nerve symptoms, such 
as palpitation, headache, depression, etc. The 
signs usually found are splashing in the organ, 
particularly after a meal; some of the patients 
delight in making the stomach splash for edifica¬ 
tion of the doctor by sudden contraction of the 
muscles of the abdominal wall. 

(2) Reflex nervous symptoms .—Some of these 
have already been mentioned, such as headache. 
Dyspnoea is sometimes a feature of these cases; 
persistent palpitation is more common. In gastric 
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neurosis there is no doubt the general nervous 
system is disordered. The signs shown are an 
exaggeration of the knee-jerks, sometimes an ' 
exaggeration of the other deep reflexes, more 1 
particularly a feeling of lassitude, tiredness, a 
dead feeling which occurs in so many of these 
patients, more particularly towards the end of the i 
day. In addition, more particularly in women, 
there is a blush over the upper part of the front of 
the chest which is suggestive of hyper-excitability 
of the nervous system. j 

( 3 ) Variability i?i the symptoms of gastric 
neurosis. —The variability in the symptoms of any 
individual case is one of the important points in j 
the diagnosis of gastric neurosis. The pain, as has 
already been mentioned, is a variable symptom; the I 
vomiting may also be a variable symptom, and one 1 
point in connection with vomiting which dis- | 
tinguishes it from the vomiting of organic disease 
is that it does not necessarily cease with the 
measures one takes for the treatment of vomit¬ 
ing in organic disease. 

A young woman, under 25 years, was admitted 
to the hospital for ulcer of the stomach, associated 
with incessant vomiting for six months. There is 
no doubt the patient did vomit after all the food 
taken. There was no abdominal pain, and a milk 
diet did not diminish vomiting. On rectal feeding 
the vomiting diminished for a few days, then re-com¬ 
menced. The patient was then given solid food 
and got quite well, the vomiting ceasing. 

Another point in the character of the symptoms 
of gastric neurosis is frequently the sudden onset 
of the symptoms as well as the sudden cessation. 
Both are frequently induced by some emotional 
disturbance or concentration of occupation, and in 
some of these patients fright or the hearing of dis¬ 
turbing news immediately produces the parti¬ 
cular symptom from which they suffer, whether it 
be flatulence, vomiting, or pain. On the other 
hand pleasurable occupation will frequently re¬ 
move such symptoms. The bearing, therefore, of 
emotional disturbance or worry on the immediate 
production of the symptoms is important from the 
point of view of diagnosis. 

Treatment of functional cases. —From what has 
been said it is evident that the conditions present 
in functional cases vary very considerably. (1) As 
regards secretion you may have great deficiency 
in the amount of acid and pepsin secreted, or 
a normal secretion, or an increased secretion. 
(2) As regards motor power of the organ, you 
may have rapid expulsion of food or retention of 
food caused by weakness of the muscular wall, 
which is succeeded by actual dilatation. (3) As re¬ 
gards the general condition, omitting the considera¬ 


tion of any other disease that may be present, there is 
more particularly in nervous cases a large number 
of symptoms which might be considered as reflex. 
There is, therefore, no definite line of treatment 
which can be considered applicable to all cases of 
functional disorder. But a few general points may 
be discussed which are fundamental in the success¬ 
ful treatment of the cases. 

1. (a) In cases of hyperchlorhydria it is essential 
to give rest to the stomach by prescribing a non- 
irritating diet, and by giving bodily rest, in the 
milder cases only after meals, but in the severer 
cases the rest must be complete, and in bed. The 
increased acidity must be counteracted by alkalies, 
the best of which is bicarbonate of soda in 15- to 
20-grain doses, given half an hour after meals. 
This alkali acts best in severe cases when given 
with sedatives such as dilute hydrocyanic acid in 
3-minim doses, and liquor morphine hydrochloratis 
in 5- to 10-minim doses. Extract of cannabis 
indica in *-g ra i n doses and glycerine of carbolic 
acid in 10-minim doses also act as sedatives, but 
are not so useful as the two first mentioned. When 
the symptoms produced by hyperchlorhydria are 
severe, lavage once daily for a week is highly 
beneficial. 

(b) In cases where there is a great deficiency of 
secretion the treatment is somewhat different from 
the foregoing. In these cases rest is essential, and 
in all of them rest in bed for ,a period of five, six, 
or seven weeks. Without this rest no other treat¬ 
ment is curative. The diet must be an easily 
digestible one, and it is best to begin the treat¬ 
ment with a diet of citrated milk, gradually increas¬ 
ing the food by bread and butter, eggs, fish, 
chicken, mashed potatoes, until an ordinary diet 
is reached. This graduated diet is highly bene¬ 
ficial in such cases. It might be considered that 
drugs to stimulate the secretion of gastric juice 
would be useful in such cases, yet it is very difficult 
to say what drugs do stimulate the secretion of 
gastric juice, and what are beneficial in these 
cases. Bicarbonate of soda in 5 - grain doses 
stimulates the secretion. Small doses of nitro- 
hydrochloric acid combined with nux vomica or 
strychnine certainly do good in many cases. Some¬ 
times the acid mixture is best given with one of 
the gastric sedatives previously mentioned, but in 
many cases where drug treatment seems to be of 
no avail lavage daily for a fortnight, and then at 
longer intervals, appears to be the best treatment. 
It acts in two ways—first by preventing further 
damage to the stomach function by removing the 
retained lood, and secondly by stimulating the 
mucous membrane to secrete. The best solution 
to use for lavage is water containing a drachm each 
of bicarbonate of soda and common salt to the 
pint, two pints being used and the lavage being 
done at night. Of the foods which stimulate the 
secretion, carbohydrates, pioteids, and meat ex- 
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tracts are the best; fats do not stimulate the 
secretion. 

2. In cases associated with rapid expulsion of 
food from the stomach, sedatives are the most 
useful drugs for treatment. In cases of dilatation, 
besides the general treatment above mentioned, 
lavage is highly beneficial. Strychnine is also a 
useful drug given in moderation, more, however, 
for its general tonic effect on the nervous system 
than for any special effect on the stomach itself. 
Both these modes of treatment are very useful with 
well-marked dilatation. Massage of the stomach 
horn left to right helps in cases of dilatation as 
well as exercises done regularly every day, but I 
have not myself found that the application of 
electricity has any beneficial effect in such cases. 

3. Treatment of nervous cases. —-Cases of nervous 
dyspepsia are very often treated with success by 
regulating the diet and mode of life and giving a 
sedative alkaline mixture alternately with a stimu¬ 
lant such as strychnine. Potassium bromide and 
valerian are also useful. Patients may be quite 
intolerant of drugs. It is impossible to lay down 
any general rules for the treatment of such cases. 
They have to be treated on their own merits. 
One case may be benefited by rest in bed, massage, 
and diet, a treatment which in another case may 
lead only to an aggravation of the symptoms. 
Other cases are treated by removal to other 
surroundings and by leading an open-air life. The 
cases which show excessive vomiting and flatulence 
are often well treated by means of lavage, blit even 
in cases of vomiting lavage may be unnecessary. 
The prominence of reflex symptoms demands 
treatment by rest more than the predominance 
oi stomach symptoms. One important point in 
the treatment is that no few weeks’ treatment is of 
any avail in such cases, if pronounced. Treatment 
regulating the mode of life may have to be con¬ 
tinued for two or three years for any real benefit to 
be obtained. 

Some of the nervous cases may show at one 
time or another apparently alarming symptoms, 
severe abdominal pain and vomiting. Such cases 
are frequently diagnosed as organic disease, com¬ 
monly ulcer ; but there is always something in the 
case which leads one to recognise it as a neurosis. 
Excessive and continued flatulence is not a sym¬ 
ptom of ulcer, and, when present, would make 
one suspicious of neurosis. The presence, too, of 
headache, of exaggerated knee-jerks or a blush 
over the upper part of the chest will enable the 
diagnosis to be made. Some of these cases 
actually undergo an operation—an exploratory 
laparotomy or gastro-enterostomy. This has no 
beneficial effect on the patient, and operative inter¬ 
ference is strongly to be deprecated in cases of 
neurosis. Not only does it do no good, but in 
some cases it makes the patient worse. 

October iSth, 1909. 


THE SIGNIFICANCE OF PAIN.* 

By H. MACNAUGHTON-JONES, M.D., M.A.O., 
M.Ch. 


When I learnt that a short introductory address 
would be expected of me on my assumption ot 
office, I felt a difficulty in selecting a topic suffi¬ 
ciently interesting to all that might be briefly dealt 
with in a satisfactory manner, and yet leave some 
impression on my listeners. With this dual object 
in view I have selected for my theme the subject 
of pain, applying my remarks, specially and par¬ 
ticularly, to that which is associated with disorders 
of the female genital organs. 

There are many aspects from which we may view 
the existence of pain. Primarily we may classify 
these under two heads—the metaphysical and the 
physical. Much of what is purely visionary and 
speculative has been written with regard to the 
former. 

A distinguished personal friend of mine, to 
whom in the past I was indebted for many kind¬ 
nesses, and whose ideals were not merely mythical 
wills-o’-the-wisp, mental muscaj volitantes, but 
actual living potentialities, objective realities to be 
grasped and incorporated with the individual life, 
the late James Hinton, philosopher and otologist, 
wrote a short but remarkable brochure entitled 
‘The Mystery of Pain.’ In it the view of pain 
from the psychical standpoint is discussed. We 
have,” as he says, “ to accept pain as a fact, existing 
as a deep necessity, having its root in the essential 
order of the world.” If this be true, and I believe 
it to be so, and recognising the universality of 
evolution’s operations in Nature, and realising that 
from the nebulous spiral seen in the genesis and 
growth of a world to a spirochete there appears to 
Nature’s eye to be a unification of design and 
scheme, then “the groaning of the whole creation ” 
comes to occupy its place in the working out and 
completion of a design that embraces alike the star 
and the micro-organism. Certain it is that pleasure 
and pain are very closely allied, and that one of 
the greatest of retrospective pleasures is the 
remembrance of the endurance and conquest of 
pain. Does not this anticipated sequence of the 

* Introductory address to the Section of Obstetrics and 
Gynjecology in the Royal Society of Medicine. 
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endurance of pain explain much of human effort, 
even when that effort has no possible reward save 
the acknowledgment by his fellows of the man’s 
triumph over obstacles that involved in their 
conquest privation and suffering?—witness the late 
achievement of conquest of the North Pole. Plea¬ 
sure and pain are a part of that law of action and 
reaction to which we all, rich and poor alike, wise 
man or fool, have to submit. 

First I would say a few words viewing pain from 
the negative aspect. It is remarkable how women 
generally bear pain, though they may vary greatly in 
their fortitude and their sensitiveness to it. Nature’s 
decree that in great suffering the woman must bear 
her offspring would appear to have a corollary in the 
increased capacity of the sex to endure. In my 
experience women bear pain much better than men, 
and it is sometimes the woman from whom we least 
expect it who is most patient, and shows the greatest 
courage when she is put to the test It may be 
that it is this tacit recognition by men of woman’s 
power of endurance, and the man’s familiarity with 
her resignation under the painful burden Nature 
has placed on her in the discharge of her sexual 
functions—in many cases amounting to years of 
recurring monthly suffering—that frequently leads 
him to slight, if not to altogether ignore, her com¬ 
plainings, and even those to whom she might 
more reasonably look for sympathy are often too 
inclined to ascribe her complaint to “tempera¬ 
ment ” and “ nervousness.” 

“Neurosis,” “neurasthenia,” and “hysteria” 
are terms that are convenient excuses when 
patience and trouble are alike demanded in a 
' reasonable search after th^ true cause of the 
woman’s complaint. I know of no more dan¬ 
gerous terms in the gynaecological vocabulary than 
these. They are apt to lead the young and unwary- 
practitioner into a diagnostic cul-de-sac , missing 
in his stumble therein the track to some serious 
pathological condition that this delusive impression 
lias prevented his reaching. And, indeed, I have 
heard it whispered that some gynaecologists of the 
gentler sex, doubtless rendered a little callous 
through their education by, and influenced through 
their association with, the harder sex, are apt to I 
fall victims to the same error. 

Pain, whether it has a physical or mental 
origin, is an entity that has to be fought, and 
that which is subjective in character is as real to 


the sufferer as that which is objective. I do not 
in the least infer that there are not many morbidly 
introspective women who suffer from delusive 
impulses and pains that are truly imaginary, and 
who are, in the strict acceptation of the term, 
neurotic. Thus, out of the catamenial crisis and 
during the nerve storms of the climacteric, we 
have actual hysteria and neurasthenia leading up 
to, and often times across, the borderland of dis¬ 
order of mentalisation. We all know the patient, 
who, if you do not interrupt her, will pass in review 
every part of the body, from scalp to toe, to which 
she pathetically points as the seat of pain. None 
the less has she to be treated for this. From this 
I allusion to capacity to endure, or exaggerated 
sensitiveness, and wholly subjective symptoms I 
come to the important fact that often the gravest 
pathological conditions in the genitalia are not 
attended by much actual pain, and we are amazed 
on examination to find an amount of disease 
present which we cannot conceive progressing 
without anything more being felt than some “ dis- 
j comfort ” and “ slight suffering.” We are surprised 
by the assurance that there has been “ no pain to 
. speak of.” This is so when even the bowel and 
j bladder are mechanically affected by the pressure. 

I show an enormous and rapidly growing scirrhus 
carcinoma of one ovary and fibromyoma of the 
other, removed from a patient who for some time 
believed she was pregnant, and was astonished 
when she was told she had a tumour; she had 
suffered so little. There is also a large double 
1 pyosalpinx .with uterus, in which the most exten¬ 
sive adhesions of uterus and adnexa are seen. 
The patient persisted that it was only the trouble 
of the bladder, which in this instance was enor¬ 
mously distended, that forced her to seek advice. 

I I have a patient at the present moment who has 
recovered from a most severe operation—a double 
; pyosalpinx, with extensive bowel adhesions. She 
cannot understand how anything serious could 
have been the matter with her ; the day before she 
came into the Home she was “ quite happy making 
butter,” and a few days previously entertained her 
friends. 

But from this same patient we may learn another 
lesson. Some years since she complained of per¬ 
sistent pain in the right side, and as this was 
complicated with dysmenorrhcea it was not taken 
much notice of and examination was put off. Had 
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the cause of the pain at the time been inquired 
into the graver troubles might have been averted. 

In connection with this early attention to pain 
it is worthy of remembrance that it not infrequently 
happens that pain is felt much more acutely in the 
incipient stages of a disease of the genitalia than in 
its later and more complete developments. The 
primary effects of invasion of healthy structures 
and the sudden interference with functional activity, 
the consequences of commencing encroachment 
on adjacent organs, and the more acute symptoms t 
of the onset of inflammation explain this. It is 
not so much of the present suffering that the 
woman complains as the decline in her health 
generally from secondary and collateral results. 
Close inquiry will reveal the fact that years may 
have elapsed since pain was first experienced— 
delicacy on the woman's part, dislike or fear of 
interference, and the apathy of friends have con¬ 
tributed to the neglect of Nature’s demand for 
attention at the critical time when the proverbial 
“stitch in time” would actually save the need for ; 
many a suture and ligature in the future. i 

There is nothing uncommon in discovering j 
inoperable cervical carcinoma with invaded para¬ 
metrium where there has been haemorrhage, and 
little or no pain has been experienced. The 
haemorrhage relieves the pain and washes away the I 
odorous discharge. There is here a giant myoma 
which caused no symptoms save some incon¬ 
venience until it pressed on the diaphragm and 
caused dyspnoea and tachycardia. There is also a 
myoma with a large telangiectatic cavity which was 
full of blood, that never caused any pain, and the 
patient first drew attention to it by saying she 
“ could feel a lump ” in her side. So in tubercle, 
papilloma, and dermoids of the ovary, these and 
other pathological invasions occur, and but trifling 
pain is felt almost up to the time when operative 
interference is called for. An ectopic gestation 
will cure a persistent dysmenorrhcea, and its I 
presence is often only suspected by the rupture of 
the sac. 

A few years since I removed a hydatid cyst of 
the liver from an unmarried woman, drawing off | 
some five pints of echinococcus fluid. Up to a 
few weeks before she never complained of pain, 
and then suddenly the condition closely simulated 
that of muscular rheumatism. She made a 
complete and permanent recovery. All this, you 


will say, is a common experience. It, however, 
j establishes the first point I wish to emphasise with 
regard to the clinical value of the symptom, 
namely, that its absence may be consistent with 
the presence of the gravest pelvic lesions. 

On the other hand, we see the reverse of this 
when the pain is out of all proportion to the 
clinical signs and the gross pathological changes. 
We have a good example in the instance of 
sclerotic and cirrhotic ovaries. Vaginal examina¬ 
tion reveals nothing save a somewhat enlarged, if 
hard and sensitive, ovary, and yet the dysmenorrhoea 
is such as to cause delirium, and bring the sufferer, 
barely recovering from one attack when another 
supervenes, to the verge of insanity. This is true 
“dysootocia” as Robert Barnes termed it. The 
condition is greatly aggravated when there is an 
associated menorrhagia. The cause of the pain we 
see revealed in the complete fibrotic ovary with 
obliterated follicles and vessels and degenerative 
cystic formations. I lay some good examples of 
such ovaries before you, with stained sections 
illustrating the histological changes. The pain in 
these cases is supra-pubic, radiating all round the 
pelvis and down the thighs, much as occurs in 
stenosis of the isthmus uteri, and its attendant 
congestive dysmenorrhoea. 

Pain has to be regarded from its clinical, patho¬ 
logical and therapeutic bearings on diagnosis, 
prognosis, and treatment respectively. And first 
touching its assistance in diagnosis. This has to 
be considered under three heads: first, that 
which is felt when the person is at rest or during 
the night disturbing sleep; secondly, that which is 
aggravated or only experienced when moving about: 
and lastly, that which is elicited by palpation, for 
exquisitely sensitive parts may thus be discovered 
though otherwise not painful. Further, in relation 
to each of these subdivisions we have to consider 
the character and situation of the pain. 

It would obviously be impossible in a short 
address to go into all these points in detail. I 
must therefore generalise, bringing into prominence 
some that I consider most important. Speaking 
broadly, it may be taken that the pain which is 
felt when at rest and prevents sleep is of an 
active inflammatory source, and if referred to the 
“ sides ”—that is, the iliac regions—is usually due to 
an ovarian or tubal affection. Abdominal and 
rectal palpation will confirm this, and the sensitive- 
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ness of a prolapsed ovary or inflamed tube is 
characteristic in its sharpness. The tenderness of 
a prolapsed ovary may only be manifest through 1 
coitus, and the severe dyspareunia that attends an 1 
exquisitely sensitive introitus and hymen draws 
attention to some vaginal or hymenal trouble 
not otherwise complained of. 

Pressure on the cervix, made in the direction 
opposite to that of the affected adnexa, by pushing 
the fundus on to these increases the pain. This 
latter is not necessarily felt in the affected side. 
An examination discloses a swelling in the other 
fornix. This may be due to transposition or various 
adhesions which drag on the healthy adnexa. 

A constant though shifting pain, sometimes of a 
paroxysmal character, in the right iliac and inguinal 
regions may have a quadruple origin—kidney, 
ureter, appendix or adnexa. There is only a slight 
non-sensitive swelling to be found in the vaginal 
fornix, or we detect none, yet by deep abdominal 
pressure we elicit pain in the classical spot of 
appendical trouble. There is a complicating history 
of constipation and old abortive attacks of appen¬ 
dicitis. In such a case there may be both appen- | 
dical and adnexal complications. Here radiography 
is an important aid to differential diagnosis, which 
latter is often very difficult, though a complete 
urinary analysis and the collateral symptoms will * 
assist us. It is one of those conditions in which * 
the old surgical rule with regard to hernia is 
applicable : u When in doubt operate.” Only when 
we expose the parts do we ascertain the cause or 
causes of the pain. When there has been a 
previous coeliotomy we may light on nothing save 
an appendical, omental or pelvic adhesion. 

Pain in some distant part due to pelvic trouble 
is not uncommon. Witness that in the intercostal 
or scapular region, simulating pleurisy, which has 
been noticed in ectopic gestation, an instance of 
which I brought before this section last session. 
Headache, migraine and epigastric pains are often 
associated with affections of the genitalia. In¬ 
dependent of its accompanying backache a retro- 
verted i/terus is responsible for various reflexes and | 
neuroses. We have to be careful, lest, having dis- j 
covered some uterine affection, we ascribe the head j 
symptoms to this, when they are rather due to as- ! 
tigrnatic refraction, while the gastric ones are the 
result of dyspepsia, or possibly some serious gastric 
derangement. A solid tumour of the ovary press¬ 


ing on the sacral nerves will cause pain in the hip 
and lameness in walking. I show such a tumour 
which was pressed down into the pelvis by a 
myoma, and the symptoms closely simulated those 
of morbus coxarius. The constant, boring, burning 
pain felt in the back and radiating round the pelvic 
brim is very characteristic of cancer of the uterus. 
The passage of pelvic into general peritonitis has 
an unmistakable indication in the alteration in 
the character and extent of the sensitiveness and 
suffering. 

In regard to the bladder and micturition, pain 
before the act is more frequently due to an exag¬ 
geration of the normal uterine angle, an ante¬ 
flexion, a myoma in the anterior uterine wall, or 
some cystic irritation and inflammation. Pain 
during micturition has usually a urethral cause ; 
either in the nature of the urine, or a urethritis 
from a vaginal source—a growth, a contraction, or 
pressure from a uterine tumour. That felt after 
the bladder is empty is more likely to be caused 
by calculus, cystitis or urethral inflammation. 

There is that most difficult and resistive symptom 
to treat—pain with frequency of micturition, and 
lasting for some time after the urine is passed, due 
to circumscribed inflammation in the trigone, with 
injection of the mucous membrane in the neighbour¬ 
hood of the ureteral orifices, and perhaps a little 
pouting of one or both of these. Here Kelly's, or 
other method of cystoscopy, and exploration of the 
ureters and kidneys assisted by Rontgen examina¬ 
tion may be necessary to save us from overlooking 
a ureteral or renal cause, though the situation and 
direction of the pain, antecedent to the emptying of 
the bladder, will arouse our suspicion of this. 

The source of the pain when there is a c<-litis 
(especially if it partake of the nervous type) asso¬ 
ciated with an adnexal affection is often difficult to 
differentiate. The removal of the latter may not 
bring relief from the pain. In one such case I re¬ 
opened the abdomen and freed adhesions which 
had formed, binding the uterus to the sigmoid, and 
then removed the right cystic ovary, but without 
affecting the pain. Post-operative adhesions— 
appendical, peritoneal, omental, bowel and uterine 
—are often the source of pain which only secondary 
operation will cure. A late distinguished gynaeco¬ 
logist removed an ovary and left the uterine portion 
of the Fallopian tube. After some time pain returned 
in the old situation ; nothing relieved it. Some 
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years subsequently I opened the abdomen and 
found the uterine portion of the tube twisted on 
itself and firmly adherent to the uterus, which was 
drawn over by adhesions to the rectum. Complete 
relief followed rectification of these secondary 
results. Appendical adhesions are common. 
Kronig and others make a rule of removing the 
appendix in every cceliotomy where the delay is not 
riskful. 

A good instance of the influence of the situation 
of the disease on the presence or intensity of the 
pain may be seen in sarcoma of the uterus. I 
have known extensive sarcoma which was entirely 
confined to the mucous membrane, and attended 
by comparatively little pain, whereas that which is 
interstitial and invades the parenchyma of the uterus 
causes considerable and often paroxysmal attacks 
of pain, sometimes of an expulsive character. 

The pain of coccygodynia is characteristic, and 
apart from fracture or luxation has usually a 
nervous origin. It has its counterpart in that 
obstinate neurosis, often difficult to relieve, in the 
lower end of the rectum in the vicinity of the anus, 
and which is not due to haemorrhoids. 

In estimating the prognostic value of post-opera¬ 
tive pain we must apportion this in its relation to the 
other symptoms of bowel, temperature, and pulse. I 
think Lawson Tait was right when he regarded* that 
pain which comes on early and is referred to the epi¬ 
gastric zone after cceliotomy as the most serious. It 
is not infrequently the precursor of septic invasion. 
This epigastric pain is interesting in the light of 
our knpwledge of the dangerous gravitation that 
may occur of serum or pus to the diaphragmatic 
region. This is just one of the serious drawbacks 
to the Trendelenberg position in cases where there 
are pus collections in the pelvis. Pain in this zone 
of danger is of special significance, especially after 
a prolonged operation when the body is partly in¬ 
verted. It indicates also the adoption of the 
Fowler position, either partial with the thorax 
raised, or with the trunk more completely propped 
up in practically the sitting posture. It is also 
a warning to adopt at once that most valuable of 
all recent antiseptic measures, namely, the proto- 
clysis of J. B. Murphy. This continuous saline 
rectal irrigation, by his very simple method, 
converts the peritoneum into a vast secreting rather 
than an absorbing membrane, and as he says, “ it 
completes in the very safest manner its own toilet. ,, 

It may at times be needful to assist such proto- 
clvsis by supra-pubic drainage. Its value in other 
than obstetric and gynaecological complications as 


a treatment of peritonitis has been amply demon¬ 
strated. 

Another practical point in connection with 
these secondary operations is the kind of anaes- 
! thetic which should be given. From the researches 
of Stiles it is clear that ether is the anaesthetic 
| that should be administered, chloroform, through 
its causing the formation of acetone, being specially 
dangerous where acute suppuration is threatening. 
Indeed, it is a question if we may not have to 
abandon our routine use of chloroform, and exer¬ 
cise greater caution in selecting our anaesthetic 
according to the nature of the case. 

Besredka, in his experiments on anaphylaxis, 
showed that ether administered before, during, and 
after the administration of the second dose of the 
anaphylactic to animals neutralises the action of 
the toxic portion of the previous inoculation, 
rendering them refractory. He states that the 
administration of chloride of calcium has the same 
antitoxic effect. 

The boring sacral pain, more especially after 
operations by the vaginal route, also brings with 
it a warning note. Speaking broadly, I think the 
almost universal view of gynecological surgeons is 
to regard morphia as a dernier resort in post-opera¬ 
tive pain, and this for sound clinical reasons. Yet 
I I am convinced that it is dangerous to make this 
a hard and fast rule, for there are exceptions when 
1 the combination of morphia and atropine is invalu¬ 
able as a calmative in securing sleep and controlling 
anaesthetic vomiting. Scopolamine-morphia and 
chloroform anaesthesia certainly lessens post-opera¬ 
tive pain. 

I have said nothing of the value of pain as 
Nature’s danger signal, attention to which in the 
first instance would anticipate, and enable us to 
prevent the advance of serious, if not fatal, com¬ 
plications later on. 

The sound rule is never to despise and always 
, to search for the source of pain, even where it may 
i seem to be of a trivial nature. 

Neither have I touched on the indications that 
are afforded by this analytical and differential study 
of pain in our choice of therapeutical measures, 
whether operative or other. The modern arma¬ 
mentarium of the gynaecologist, outside resort to 
operation, is a large and comprehensive one, 
whether pharmaceutical or hygienic. Nor should 
we altogether despise Hilton’s sound aphoristic 
! dicta as to the enforcement of rest, with its modern 
accessory aids in diet, massage and electricity. 

I While, however, I am no advocate for the neglect 
of any therapeutical means we may safely adopt 
before resort to operation, I have a conviction, 

1 seeing the safeguards with which we surround all 
! modern operative interference, that there is on the 
whole greater danger to life in the postponement 
of this than in early operative relief. 

October 1 8th, 1909. 
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MEDIASTINAL TUMOUR. 

A Clinical Lecture delivered at St. Bartholomew's 
Hospital. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 

Physician to the Hospital. 


Gentlemen,— The patient I am going to show 
you is a young man named A. O —, set. 27 years. 
He was admitted here on March 24th. He had 
been perfectly well until last June. He then had 
a little muscular rheumatism, but I do not think 
that that had anything to do with his present illness. 
The first symptoms of his present illness appear to 
have come on about September, 1908, when he had 
a bad cough, and in October he noticed that lumps 
had come under both arms. In December his cough 
had become much worse, in January he noticed 
lumps about both clavicles, and in February of this 
year his cough was so bad that he could not get 
his breath for it. That is all the history of his 
present illness. He has had no illness before ; he 
has never had syphilis. He is married and has had 
three healthy children, and his wife also is healthy. 
On admission he was a healthy-looking, well 
nourished man. He was breathing rather badly 
and we noticed that he had a hard, metallic cough. 
The right pupil was rather smaller than the left, and 
both reacted naturally to light and accommodation. 
The chest appeared to bulge slightly on the left 
side. There were enlarged veins in the left axilla 
and over the left side of the front of the chest. 
Something of that may still be seen. When he 
first came in there was also a broad band of very 
small dilated veins all over the left side of the axilla 
and chest, and in the same area there was oedema 
of the chest-wall. There was also dulness and very 
weak breathing over the area which I show you in 
this diagram—the outer part of the left side of the 
chest in front and the lower part of the left chest 
behind. Over that there were signs of fluid in the 
chest. Besides that, the spleen was two fingers' 
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breadths below the costal margin, and his liver was 
almost down to the level of the umbilicus. He 
was spitting up a good deal of muco-purulent 
sputum, and he had also very large masses of glands 
in the neck in the posterior triangle on both sides, 
and smaller masses in the axillae, and you can see 
them slightly still. There could also be felt glands in 
both groins. There were some superficial glands 
besides those which were deep down in the neck, 
and a small one could be felt over the left clavicle. 
In a few days* time we explored the left side of his 
chest and drew off a considerable amount, about two 
pints, of blood-stained, slightly turbid serum. At 
this time he was suffering a great deal from dyspnoea, 
and it was so bad that he had to sit up in bed. The 
treatment, which has so far succeeded, was begun 
on April 15th, and he has been improving so much 
that you see he has now hardly any glands at all to 
be seen on either side of his neck, but you can feel 
a few still. Still, those glands and the axillary glands 
have shrunk so much that they are now hardly 
visible. When he first came in, the latter formed 
great bunches which prevented him putting his 
arms close to his sides. There is now no oedema 
of the chest-wall left, and the venules have entirely 
disappeared. Besides the dulness over the sides 
of the chest, there was also dulness over the manu¬ 
brium sterni. 

That man shows you the symptoms, first of all, of 
intra-thoracic tumour. What are the symptoms of 
intra-thoracic tumour ? In the first place, there are 
the physical signs, and those consist of the impaired 
percussion note. You know that in a normal chest 
the manubrium, which rests on the lungs on each 
side, is thoroughly resonant, like any other part of 
the chest, and if you get a solid mass behind it that 
resonance disappears, and instead you get the upper 
part of the sternum, the manubrium sterni, dull to 
percussion. That is practically the great cardinal 
sign of tumour in the upper mediastinum. And that 
dulness does not in many cases stop at the sternum ; 
it trespasses to one side or the other, or perhaps to 
both sides. Partly that may be due to a spread of 
the growth itself. We have had one case in the 
last few years in which a growth which was found 
in the mediastinum had spread right down under the 
ribs on the right side, as far down as the nipple. 
The mass itself produced a large area of dulness. 
In other cases it is due to a thickening of the 
pleura, not apparently infiltrated with growth. Such 


a case we had here the other day, the notes of 
which I will read to you shortly. Besides what we 
may call the physical signs, there are the symptoms 
produced by the growth pressing upon other organs. 
The first thing, then, is the physical sign of 
impaired percussion note, and the second, the 
symptoms of pressure, and they naturally affect the 
organs that pass down or lie in the mediastinum. 
The most important of those are the lungs, and 
you get, as in this man and in many other cases, 
in the first place great dyspnoea. That dyspnoea is 
not always of the same kind. Sometimes it is 
spasmodic, sometimes it is constant. In one case 
that we had lately there was very great pressure on 
the great air-passages in the middle of the chest, 
and on listening behind at the root of the lung you 
could hear the most extraordinary roaring stridor, 
such a sound as I have never heard in any other 
chest. It was due to pressure of the growth on the 
right bronchus. That pressure leads to further 
changes in the lungs, which give further signs. 
In nearly every case there is bronchitis. There 
was bronchitis in this man. In some cases the 
condition goes further and you get bronchiectasis, 
with the usual signs of cavities and fcetid sputum. 
In other cases you get true pneumonia, such as 
you often find where any obstruction occurs in the 
bronchi. And fourthly there may be, as we had 
in this man, pleural effusion and dry pleurisy. It 
is worth while thinking what is the cause of this 
pleural effusion. In this man the case was clear. 
The dilated veins and the oedema of the chest-wall 
showed it was not a case of inflammation of the 
pleura or of growth in the pleura; it was a case of 
hydro-thorax from stoppage of the great veins 
which lead from the pleural cavity. Stoppage of 
the circulation in them, in the left vena azygos in 
this case, had produced effusion. He had besides, 
however, on his right side very marked friction, and 
that I take to have been a real secondary growth in 
the subpleural tissue. Besides the signs in the 
lungs there are signs connected with the heart and 
blood-vessels. The heart in most cases of intra- 
thoracic tumour is displaced, or is very apt to be 
displaced, and it is pushed to either one side or 
the other, according as the intra-thoracic tumour is 
more developed on one side or the other. But 
besides the displacement of the heart, and perhaps 
more significant than it, is the obstruction to the 
great veins. That is the commonest symptom of 
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any intra-thoracic growth that occupies the anterior 
part of the mediastinum, and with that you get 
cyanosis of the upper extremity and oedema. I 
meant to have brought for your inspection a very 
typical photograph of what that looks like—a man 
with a great swelled purple head, with enormously 
distended veins. And perhaps that may affect, as 
it did in this case I am thinking of, the upper 
extremity of one or both sides. The contrast 
between that and the lower extremity, which is not 
affected, is very striking. Further structures which 
may be involved are the nerves. I suppose in the 
case now shown the dilatation of the left pupil meant 
the involvement of the sympathetic nerve at the 
root of the neck. Sometimes there is involvement 
of the recurrent laryngeal nerve, with consequent 
hoarseness and aphonia. And sometimes you find 
—it is said by some people that you commonly 
find, but I think it is very rarely you do—pressure 
on the oesophagus with dysphagia. When those 
symptoms are present you can conclude straight 
away that there is some tumour in the mediastinum. 

The next question which arises in such a case 
is, What is the nature of the tumour? The com¬ 
monest tumour occurring in the mediastinum is an 
aneurysm, and that is fairly easily excluded if you 
can get neither pulsation nor hear any bruit, nor 
see any pulsating tumour by means of the X rays. 
It was easily excluded in this man’s case. If, then , 
you get a solid growth in the mediastinum, as 
undoubtedly was the case here, then you further 
have to ask what is the nature of that ? There are 
two varieties of solid growth which come into 
practical importance as occurring in the media¬ 
stinum. The others are so rare that we can 
neglect them in a clinical discussion. Those two 
are lymphadenoma and lympho-sarcoma. At the 
same time with this man we had, lying on the 
opposite side of the ward, a typical case of lympho¬ 
sarcoma. He was a man, aet. 22 years, called 
A. A —, and his story was that he had been perfectly 
well until three months before admission, and 
since then he had been troubled with shortness of 
breath, and that symptom was getting worse. He 
was dusky and had enlarged glands in his neck 
and axillae, and he also had signs of tumour in the 
mediastinum. He had dulness over the whole of 
his right apex, very much like this man, who had 
dulness over his left lung. In the second man’s 
case the dulness was over the right side, and he 


had further some dulness over his right base. He 
was the case who had the extraordinary stridulous 
noise over the root of his lung which I have just 
referred to. That man died within a fortnight of 
his admission, and post mortem we found a large 
mass of sarcomatous glands occupying the media¬ 
stinum ; it started in this case in the thymus, and 
it occupied also the bronchial glands and other 
mediastinal glands. The dulness over the right 
apex was explained by a large mass of thickened 
pleura, which did not appear to contain sarcomatous 
growth. Shortly before his death he became very 
much worse, was unable to lie down in bed, and 
eventually haemorrhages occurred in the con¬ 
junctiva and in the skin of the right forearm. 

Are there any means by which you can tell such 
a case as that from an ordinary case of lymph- 
adenoma? In some cases there are not. Some 
cases are practically indistinguishable, but in most 
cases lympho-sarcoma is, in the first place, of very 
much shorter duration. I have here notes of 
fifteen cases of lympho-sarcoma which Jiave occurred 
in the last few years, and of them one case lasted 
from the start to death one month. Eight cases 
lasted three months, two cases lasted four months, 
and there was one case each lasting six months, 
seven months, nine months, and sixteen months. 
So the duration of these cases of lympho-sarcoma 
from the first symptom that they feel is exceedingly 
short. Much more than half of them die within 
three months. But that is not the case with 
lymphadenoma. Everyone who has seen a large 
number of these cases knows that they do not last 
such a short time as that as a rule. Of course 
there are acute cases of lymphadenoma which die 
very rapidly. We have had one or two such which 
I remember, but as a rule lyinphadenomatous 
cases will last two or three years; some last much 
longer. We had a man in one of my beds the 
other day who had had a large mass of glands in 
the left side of his neck for over ten years, and he 
insisted that they had never, for the last ten years 
since they were noticed, troubled him or seemed 
to get much larger. He came to us with further 
enlargement and other symptoms, which I will 
speak of shortly, and he died subsequently. But 
apparently he had a quiescent mass of lymph- 
adenomatous glands on the side of his neck which 
he had had for about ten years. That is an 
uncommon time, but still there is a strong point of 
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distinction between lympho-sarcoma and lymph- 
adenoma—that the duration of the former is much 
shorter than that of the latter. Another very impor¬ 
tant point is the condition of the blood. This man 
before you had a leucocytosis in successive weeks 
of 11,000, 15,000, 14,000, 9,000, 8,000, 7,000. 
And that is about what he has now; he has come 
back to the normal leucocyte count. And the 
differential examination of the leucocytes showed 
that the polymorphonuclear leucocytes were largely 
increased. They were twice counted during that 
period; in the first count they were 83 per cent, 
and in the second 89 per cent, of all leucocytes. 
Now that is true of many cases of lymphadenoma. 
Here is one, for instance : A boy called P—, aet. 7 
years, who died. The leucocyte count was 10,000, 
8,000, 18,000, and the differential count showed 
polymorphonuclears 87 per cent, and 73 per cent. 
In another man who died the leucocytes were 
21,000, 21,000, 24.000, 35,000, 33,000, 20,000, 
15,000, 9,000, 9,000, 11,000, and the polymorpho¬ 
nuclears 90 per cent., 90 per cent., 82 per cent. 
Here is another case: 14,000, 16,000, 15,0100, 
10,000, 12,000, 11,000, and the polymorpho¬ 
nuclears 83 per cent., 81 per cent., 84 per cent. 
That is a characteristic count of lymphadenoma. 
If there is a leucocytosis—which is not the case in 
every patient, and even in each single case it may 
vary—it is an increase in the polymorphonuclear 
leucocytes. Now take the case of A. A— with 
lympho-sarcoma. We found that he had in suc¬ 
cessive weeks 26,000 leucocytes, 19,000 leuco¬ 
cytes, and the polymorphonuclears were 12 per 
cent, and 5 per cent. ; the rest were made up 
of lymphocytes. He had an enormous lymphocy¬ 
tosis. When he first came in I was in some doubt 
as to what was the nature of his complaint. I had 
not seen him for more than a day or two, and 
I could not tell whether it was so rapidly pro¬ 
gressing as he seemed to say. But when I was 
told of the condition of his blood I felt certain 
it was not lymphadenoma. You do not always 
get that help. Here is another case in which a 
man with 17,000 leucocytes had 72 per cent, of 
polymorphonuclears, and that is about normal. 
In another case there were 30,000 leucocytes, 64 
per cent, polymorphonuclears, and 17 per cent, 
lymphocytes. Those are the only cases of lympho¬ 
sarcoma in which I can find differential blood- 
counts. So the position with regard to lympho¬ 


sarcoma is that while you often get leucocytosis, 
and may get lymphocytosis, you cannot always 
expect it. If you do find marked lymphocytosis 
you may be certain the case is not lymphadenoma. 
Another point of distinction between them is the 
temperature. There is a very characteristic tem¬ 
perature in lymphadenoma. It is not present in 
the case before you. The typical lymphadenomatous 
temperature is normal for about a fortnight, and 
then up and down, and then there is another normal 
period—that is to say, repeated periods of hectic 
pyrexia with normal intervals. In this particular 
man that form is not present. He has a tempera¬ 
ture which is merely slightly raised to about ioo° F. 
continuously, or rather he had such a temperature ; 
he has recovered now. Other cases show tempera¬ 
ture charts like those of intermittent fever. There 
is therefore every variety of febrile temperature in 
lymphadenoma, but it is exceptional to get fever in 
lympho-sarcoma. Out of thirteen cases of which 
I have notes the temperatures of eight are normal; 
they never had any rise of temperature at all. Of 
the others, one had a temperature a little over 
ioo°F., such as the present case has, in another it 
ran up to ioi°F., another had a hectic tempera¬ 
ture going up to ioi°F., and so on. Those cases 
of febrile lympho-sarcoma would be difficult to tell, 
but the presence of a normal temperature points 
to lympho-sarcoma as a distinction from lympha¬ 
denoma. You want all the help you can get for 
diagnosis, for in outward appearance the cases may 
be almost exactly alike. In both there may be 
the same enlargement of superficial glands which 
you commonly find in lymphadenoma. Many 
cases of lympho-sarcoma show you only enlarge¬ 
ment of deep glands, which cause symptoms in 
the chest; but when you get, as in the present 
case and in that of A. A—, the exact apparent 
resemblance to lymphadenoma in the enlargement 
of superficial glands and the glands of the abdomen 
and perhaps in the axilla and groins, and you are 
in doubt between cases of lympho-sarcoma and 
lymphadenoma, you will be glad to turn to these 
other criteria. There are some curious accidents 
in the signs and symptoms of these cases. I have 
seen one case mistaken for simple cirrhosis of the 
lung. It was in our own wards, and when I tell 
you it was Dr. Hensley who made the diagnosis, 
than whom there is not a more careful observer, it 
will show you that the signs were very difficult of 
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interpretation. He diagnosed cirrhosis of the lung, 
and when I took over the wards during his holiday 
I found in addition empyema. We tapped it and 
let out a considerable quantity of pus. When the 
man died we did not suspect that he had new 
growth in his chest, but we found it was a media¬ 
stinal new growth which had produced cirrhosis 
of the lung and had also produced empyema. 
They had masked the fact that he had new growth 
in his chest. A very common mistake to make, 
and one which it is difficult to avoid, is the 
diagnosis from pleural effusion. The same stony 
dulness may be produced by new growth as is 
produced by pleural effusion. I have never had 
an opportunity of testing it, but I imagine that the 
pressure of a para-vertebral triangle of dulness on 
the other side of the chest, which exists in many 
cases at any rate of pleural effusion, will be helpful. 
I think a solid growth on this side of the chest 
would not produce that, because the symptom is 
due to fluid sagging over to the other side. That 
might therefore be a very good point of distinction 
between new growth and pleural effusion.* As I 
have told you, these cases of new growth sometimes 
cause bronchiectatic cavities. I have seen such a 
cavity tapped under the impression that it was 
empyema. The true condition was only found out 
at the post-mortem. There are other rare acci¬ 
dents in some of these cases. We had one case 
in which lymphadenoma began in the inguinal 
glands. The commonest place for it to begin is in 
the posterior triangles of the neck. Here it was 
chiefly in the glands of the abdomen. The case 
developed marked jaundice. That is the only case 
in which I have seen lymphadenoma with jaundice, 
and it was explained by a growth of lymph- 
adenomatous tissue in the glands of the hilum of 
the liver, it was an obstructive jaundice produced 
by a great mass of glands on the under-surface of 
the liver. We had another case, in which the 
patient came in not on account of enlarged glands 
nor for any disease in his chest, but for diarrhoea 
and haemorrhage from the bowel. That is a very 
rare accident indeed in lymphadenoma, and it is 

* The day after this lecture was delivered a case of 
mediastinal sarcoma was admitted with stony dulness over 
the right base. There was no paravertebral triangle of 
dulness (Grocco’s sign), and I concluded that the lower 
lobe was solid with new growth. But an exploring syringe 
found fluid, and we drew off over two pints. 


produced apparently by lymphadenomatous growth 
in the lymph-structures of the intestine. We did 
not get a post-mortem examination on that case, 
so I cannot tell you whether that was so with him. 
But that has been the explanation of the symptom 
in other cases when it has occurred. And another 
case of very rare accident was that of a boy who 
came in on account of glands which were thought 
to be tuberculous. They were massed about the 
sub-maxillary triangle. He was a typically tuber¬ 
culous-looking patient, and he had a great swelling 
behind the pharynx, which was soft and felt exactly 
like a post-pharyngeal abscess. It was thought to 
be post-pharyngeal abscess and was taken to a 
surgical ward and operated upon. But it was 
found to be an enlarged lymphadenomatous gland, 
which was sticking forward and producing a soft, 
pulpy swelling there. Another curious symptom 
which occurred in two cases of lympHo-sarcoma, the 
other disease I have spoken of, was the presence 
of enormously enlarged tonsils and thickening of 
mucous membrane at the back of the nose and 
pharynx. Since that occurred in two cases in a 
very uncommon disease I think it is worth men¬ 
tioning as an occasional occurrence. 

There is one thing more that I want you to notice 
about this particular case, and that is treatment. 
This man has for the time recovered, and that I have 
no doubt has been due to his treatment. That treat¬ 
ment has been of two kinds. Almost at the same 
time we began to give him arsenic and began to 
expose him to the action of X rays. He began 
taking arsenic and having exposure to X rays 
about April 15th, and he was at that time ex¬ 
tremely dyspnoeic and suffering very much indeed. 
He fetched his breath with the greatest possible 
difficulty. A fortnight from that time he was 
quite comfortable. His arsenic had got up to 
seven minims three times a day of liquor arseni- 
calis, and he had had six to eight exposures to the 
X rays. The X-ray exposure is given in regular 
doses, as they have in Sabouraud’s unit an exact 
means of regulating the dose. I am certain, from 
my experience of other cases, that the arsenic alone 
was not responsible for the diminution of the 
growths, and that the X rays had a great deal to do 
with it. But of all drugs for the treatment of 
lymphadenoma there is no doubt that arsenic is 
almost the only one which has any effect, and the 
effect of that drug is very good. This man has for 
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the moment recovered, but he has recovered as a 
pernicious anaemia case recovers, that is to say for 
a time only, and one can be almost certain that 
within a year that man will be almost as bad as 
he was when he came in. It is a disease which 
you cannot call otherwise than a fatal disease, 
because the sufferers from it are practically certain 
to relapse. 

[This was the end of the lecture, and it will be 
seen that though the diagnosis was very uncertain, 
the great improvement under the treatment em¬ 
ployed led me to believe that the disease was 
lymphadenoma. But it was not. The patient 
soon afterwards relapsed, and died early in August, 
eleven months from the first onset of symptoms. 
There was a large mass of lympho sarcoma which 
had spread out into the lungs, and there were 
secondary nodules on the pleura.] 

October 25 th, 1909. 


Tuberculin Treatment of Tuberculosis in 
Children. —Engel reports the experiences with 
tuberculin treatment in the children’s clinic at 
Diisseldorf. The principle followed was first to 
accustom the child to a large dose and then to 
continue to treat him with this dosage. The 
children are kept in bed at first and the tempera¬ 
ture is taken in the rectum every two hours ; the 
injections are made between the shoulder-blades. 
The extent of the tuberculous process determines 
the reaction, independent of the age of the child. 
Typical child tuberculosis is distinguished by a 
great tolerance for tuberculin. The tendency to 
reaction grows less when the dose which was borne 
without reaction is repeated several times before 
increasing it. When the optional maximal dose is 
once determined the children are treated afterward 
as out-patients, the injections repeated at intervals, 
graduated to prevent too vigorous reactions. 
When the child tolerates 0*01 c.c. tuberculin the 
reaction to the v. Pirquet test usually ceases ; this 
test may serve as a guide for the dosage of tuber¬ 
culin. His experience shows, he asserts, that it is 
incorrect to speak of latent tuberculosis in children ; 
the affection may be occult and non-localisable in 
a child, but it is never latent. When the process 
has spread beyond the lymphatics the prognosis is 
less favourable.— Journ . A . M. A ., vol. liii, No. 15. 


ON FUNCTIONAL DISORDERS OF THE 
STOMACH AND INTESTINES; 

THEIR DIAGNOSIS FROM ORGANIC 
DISEASE, AND TREATMENT.* 

By SIDNEY MARTIN, M.D., F.R.S. 

(1 Concluded from p. 28.) 

Intestinal a?id other forms of intoxication asso¬ 
ciated with gastric disorder: (1) Loose and offensive 
motions .—I wish to draw attention to the occur¬ 
rence of loose motions, particularly those that are 
offensive, in connection with disorder of the 
stomach. Offensive motions are frequently asso¬ 
ciated with organic diseases of the colon, such as 
chronic inflammation, ulceration, or new growth. 
But they are also observed in functional disorder 
of the gastro intestinal tract. The offensiveness of 
the motions is due to the rapid development in the 
large intestine of putrefactive bacteria which are 
mostly anaerobic. Normally putrefaction is pre¬ 
vented in the intestine partly by the rapid abstrac¬ 
tion of water which occurs when the intestinal 
contents get into the colon, and partly by the 
presence of the Bacillus coli communis , and to a 
less extent of the Bacillus acidi laciici. It has been 
shown that under normal conditions, when the 
spores of anaerobic putrefactive micro-organisms 
are given by the mouth, they do not develop in 
the colon—that is, they do not produce putrefaction. 
Similarly, milk which does not normally putrefy 
(unless previously boiled), owes this property to 
the presence of the acid-forming bacteria; the 
Bacillus coli will also prevent putrefaction in milk. 
Putrefactive bacteria are always present in the 
contents of the colon, and they are prevented from 
developing by the means just indicated. The con- 
! ditions of their development in disease is persistent 
| liquidity of the colon contents. When these remain 
liquid, as they frequently do in functional disorder, 
then putrefactive decomposition may occur. The 
food which predisposes to putrefaction is either 
under-cooked putrefying food, such as high game, 
or excessive proteid food, such as meat. An excess 
of carbohydrates does not appear to lead to this 
condition. 

The passage of loose and offensive motions, 
even from time to time in patients without organic 

* Lettsomian Lectures, delivered before the Medical 
Society of London. 
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disease, cannot be considered as without danger. 
Sometimes the putrefaction is excessive even in 
functional cases; two of such cases have come 
under my observation in which the putrefaction 
was so excessive and so continued as to suggest 
the presence of malignant disease of the colon. 
Recovery, however, occurred in both cases. As a 
rule, however, the condition is more intermittent. 
It may lead to two conditions: First, a chemical 
intoxication of the body by the putrefactive 
products; and, secondly, an infection of the gall¬ 
bladder, pancreas, or appendix. The signs asso¬ 
ciated with intestinal intoxication of this form are 
bodily weakness or, indeed, prostration, with 
wasting if the condition lasts any length of time, 
and a dry tongue. Some acceleration of the pulse 
occurs, and in some cases there may be signs of’ 
cardiac weakness. There is some evidence that 
infection of the pancreas may occur in these cases, 
which may, indeed, be only temporary. Such 
pftients, even without jaundice, may pass first of 
all offensive motions and then clayey motions. 
The presence of these motions may, in the absence 
of jaundice, indicate an affection of the pancreas. 

Another condition which may sometimes occur 
in the bacterial disorder we are now discussing is 
an invasion by Bacillus coli communis , not only of 
the parts mentioned, such as the gall-bladder, the 
pancreas, or the appendix, but in certain cases, 
mainly those which show grave defects in nutrition, 
the invasion of the tissues, the colon bacillus 
being found in the urine. This condition can 
only be considered a serious one; it is sometimes 
continuous and sometimes intermittent, and may 
disappear when the patient improves in condition. 

The intoxication from the intestine is not the 
only form of intoxication, which is important in 
cases of gastric disorder. Many cases occur in 
which the source of poisoning is some chronic or 
subacute diseased condition of the mouth and 
other cavities near; thus, in nasal catarrh and in 
chronic tonsillitis associated with functional dis¬ 
order, improvement does not occur materially 
until the local disease is treated; more particu¬ 
larly, however, is this the case in intoxications 
which occur from disease of the antrum and from 
pyorrhoea alveolaris. 

Organic diseases of the stomach .—In commencing 
the consideration of the distinctioa between organic 
disease of the stomach and functional disease, the 


first point to be discussed is one which has already 
been mentioned, and that is the condition of 
secretory activity in ulcer and carcinoma of the 
organ. A consideration of the tables which were 
brought forward in the first lecture shows that the 
three conditions of achylia, hypochlorhydria, and 
hyperchlorhydria occur in functional cases, in ulcer 
of the stomach, and in carcinoma; so that in any 
individual case the percentage of HC 1 present in 
the stomach contents during digestion does not 
constitute an absolute diagnostic sign of any 
particular disease. 

There is no doubt that in carcinoma of the 
stomach the majority of cases show great dimi¬ 
nution in the amount of HC 1 secreted, but this 
point evidently does not help in the diagnosis of 
an individual case. What does help, however, is 
the following point: that whereas in the treatment 
of cases of functional disorder and of ulcer the 
secretory activity tends to improve, that is, more 
acid is secreted and more pepsin, in carcinoma of 
the stomach the secretory activity is on the down¬ 
ward grade. 

Turning now to the question of the presence of 
organic acid in the stomach during digestion, this 
fact cannot be considered as diagnostic of any of 
the three conditions, and an appreciable quantity 
of lactic acid may be present in functional disorder 
and in ulcer as well as in carcinoma, although in 
cases of carcinoma there are more instances of the 
presence of organic acids than in the other two 
conditions. Even the presence of a large quantity 
of organic acid (which occurs in great dilatation 
of the stomach, due in most instances to pyloric 
stenosis) may be present in all three conditions, 
though it is commonest in carcinoma of the organ. 
The point of view I have brought forward is, I 
think, of very great importance in considering the 
diagnosis of organic disease of the stomach from 
functional disease. 

Mechanical power of the stogiach in organic 
disease .—When the ulcer or carcinoma is at the 
pylorus, producing stenosis of that orifice, the 
expulsive action of the stomach is greatly hindered, 
and after a time the stomach peristalsis diminishes 
and the organ dilates. In the early stages, when 
the stenosis is not extreme, the peristaltic move¬ 
ments are more vigorous, and, if the stomach is full 
of liquid, may be seen through the abdominal wall. 
This visible peristalsis is a characteristic sign of 
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pyloric obstruction. When, however, the ulcer or 
carcinoma is not at the pylorus, the hampering of 
the stomach movements may be very varied. In 
ulcer along the lesser curvature contracting the 
stomach and leading to hampering of the move¬ 
ments and an inefficient expulsion of the contents, 
great dilatation of the organ may sometimes occur, 
chiefly affecting the fundus and pyloric antrum. 
In carcinoma of the mid-region a little dilatation 
may be present, although the gradual infiltration 
of the growth diminishes the movements of the 
organ. In carcinoma of the cardiac region the 
stomach may be contracted as well as in the diffuse 
carcinoma which produces the leather-bottle 
stomach. In the majority of cases when ulcer 
or carcinoma produces great dilatation, it is due 
to stenosis of the pylorus or duodenum. 

Clinical signs .—In presenting the picture which 
ulcer and carcinoma may present during life, it is 
necessary to, in the first place, distinguish the 
signs which may be due to the organic disease 
itself; secondly, to distinguish the symptoms asso¬ 
ciated with deficient secretion and dilatation ; and 
thirdly, the effect of the organic disease on the 
general nutrition. 

Pyloric stenosis .—Pyloric stenosis stands out as 
one of the great features of organic disease of the 
stomach, and it is a matter of surprise that it is so 
frequently diagnosed when there are no adequate 
reasons for doing so. If food is retained in the 
stomach as a result of pyloric stenosis it is after a 
time vomited. The vomiting, however, which 
occurs depends on many factors. The factor of 
food is important. Many patients in the better 
class of life,.carefully treated, may show for lon|; 
periods no vomiting, because the diet has been 
carefully regulated, and prolonged rest in bed has 
been enforced, and lavage has been used. There 
is no case of pyloric stenosis which does not vomit 
from time to time—a clinical fact which I feel sure 
is not sufficiently recognised. The factors which 
lead to vomiting in pyloric stenosis are, besides 
the retaining of food in the stomach, the degree of 
acidity of the stomach contents and the amount of 
gas which accumulates in the stomach. The mode 
of vomiting is frequently very characteristic. In 
the advanced cases of great dilatation of the organ 
large quantities of stomach contents may be 
brought up, sometimes very acid, and at intervals 
of two or three days ; but it is more particularly in 
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the slighter cases of pyloric stenosis that the mode 
of vomiting is to be carefully observed to aid in 
the diagnosis, as many of these patients with their 
indefinite symptoms are considered for a time— 
indeed, it may be for a long time—as cases of func¬ 
tional disorder, and they are not infrequently 
treated as confirmed neurotics. It will not in¬ 
frequently be found that during the course of even 
careful treatment the patient brings up two, three, 
or four times a week, and more frequently at the 
end of the day than at the commencement, io to 
20 oz. of stomach contents, nearer 20 oz. than 
10 oz. The regularity with which this is brought 
up and the quantity would make one suspicious of 
the presence of pyloric stenosis even in the 
absence of other symptoms. 

There is, of course, frequently digestive distress 
in cases of pyloric stenosis which is not necessarily, 
or indeed usually, associated with the taking of food, 
but is due to the accumulation of food and gas in 
the stomach ; indeed, some of these cases can tafte 
an ordinary simple diet and experience no distress 
after a meal. But the distress comes on as the 
stomach gets larger from the retained food, and is 
relieved by vomiting. The distress is frequently 
only a sense of distension with frequent eructation 
of large quantities of gas and sometimes of small 
quantities of liquid. At this stage an examination 
of the abdomen will reveal a greatly distended 
stomach, the lower border of which may be two 
inches below the umbilicus. 

The only other sign which may be ascribed 
directly to the pyloric stenosis is the presence of 
visible peristalsis. This is never seen in functional 
disorder, and is a sign of the increased movements 
of the stomach to expel the contents through the 
pylorus. Visible peristalsis may be only slightly 
marked, and is frequently missed in observing the 
patient. It is seen when the stomach is full, dis¬ 
tended with liquid, and is a wave passing over the 
abdomen from the direction of the left hypo- 
chondrium downwards to the right above the 
umbilicus. It is not always a continuous wave, 
but is frequently seen in two separate waves; 
apparently the fundus and the pyloric region 
contract separately. Seen in this extreme lorm 
there is no difficulty in the diagnosis. When, how¬ 
ever, the stomach is weak from long-continued 
stenosis, great difficulty may be experienced in 
observing the wave. It is frequently possible to 
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elicit the wave by manipulating the stomach, j 
grasping the organ and kneading it from left to ! 
right. Even with this method the patients may j 
may have to be watched for days or even weeks 
before the characteristic sign is observed. When 1 
it is observed there is no doubt about the presence 
of pyloric stenosis; the medical treatment is then [ 
at an end as a relief to the condition. 

Symptoms of ulcer .—The classical symptoms of | 
ulcer of the stomach are well known to all; the 
occurrence of haematemesis or melaena without 
haematemesis, the occurrence of pain soon after the j 
taking of solid food and of localised tenderness, the 
occurrence of vomiting which relieves the pain \ 
and the presence of these symptoms, in the early ' 
stages at any rate, without any grave defect of 
nutrition, constitute a familiar picture of ulcer of 
the stomach. But it is not always that haematemesis 
or melaena occurs. Pain is probably present during I 
the course of the illness, and vomiting usually | 
occurs from time to time. Some cases may be 
said to have an insiduous onset; not that ulcer of j 
the stomach develops without producing some 
severe symptoms, but these symptoms may be of a ' 
character indistinguishable from those of functional ! 
disorder. Thus there may be digestive distress ! 
without localised pain and tenderness, and the 1 
digestive distress may be associated with vomiting. | 
These severe symptoms may pass away with treat¬ 
ment, never, perhaps, getting quite well, and finally 
ending in pyloric stenosis with its characteristic ! 
signs which enable the diagnosis to be made. 
These are cases in which an ulcer occurs in the ! 
mid-region of the stomach and at the pylorus, and I 
speaking generally one may say that in most cases 1 
it is the slow development of pyloric stenosis i 
which enables the diagnosis to be made. The I 
mere presence of dilatation of the stomach, even j 
when it is well marked, is not a diagnostic sign of 
ulcer or of pyloric stenosis. But in the absence of 
any very definite symptoms of pyloric stenosis, 
such as the presence of visible peristalsis and of the 
characteristic vomiting, persistent dilatation of the | 
stomach in young adults and most people below | 
middle age, who show no grave defects of nutrition 
and frequent relapses from the improvement pro- I 
duced by careful treatment, will be in favour of the 1 
diagnosis of stenosis of the pylorus. Indeed, not 
a few of these cases are diagnosed by the result of I 
treatment. Ulcer of the stomach heals, perhaps in j 


the majority of cases, without recourse to operative 
interference, and many cases occur in which a 
patient treated for ulcer gets well either rapidly or 
after a few months. But when it is a question of 
the diagnosis of ulcer in insiduous cases, the dia¬ 
gnosis has chiefly to be made from cases of neurosis 
of the stomach. The conditions which have to be 
taken into account are the result of treatment in 
the functional cases, and the presence in the 
nervous cases of the reflex nervous symptoms which 
have already been discussed. I myself am opposed 
to diagnosis of ulcer of the stomach in cases which 
show repeated headache and palpitation, nervous 
excitability, and exaggeration of the knee-jerks. 

Symptoms in old ulcer .—After haematemesis has 
occurred and the patient has recovered from the 
immediate effects, symptoms referable to the 
stomach may in many cases be absent for some 
years. Thus in individual cases there may be re¬ 
currence of digestive symptoms up to three, five, 
or ten years after the haematemesis. The question 
frequently arises as to whether these symptoms 
are due to a recrudescence of the ulcer or to some 
functional change in the stomach. Three events 
may happen : (1) the ulcer may completely heal 
after the first haematemesis, leaving no scar in the 
organ; (2) it may heal, leaving a large scar leading 
to some deformity in the organ even when it does 
not occur at the pylorus; (3) there may be no scar 
and no recrudescence of the ulcer, and the case is 
one of functional disorder such as may occur in an 
individual without a previous ulcer. Great scarring 
from ulcer is never recovered from, that is, the scar 
is never absorbed. One has to judge of the great¬ 
ness of the scarring or the severity of the deformity 
of the stomach by the symptoms produced, which 
are mainly those of pain, vomiting, inability to take 
food and a consequent great loss in nutrition. 
Functional disorders or the recrudescence of the 
ulcer may occur after gastro-enterostomy. 

Cases for gastro-enterostomy .—The cases for 
which gastro-enterostomy has to be performed do 
not form the majority of the cases of ulcer of the 
stomach and duodenum. Those which have pyloric 
stenosis are not to be remedied by medical means 
and are the cases which do best after the operation. 
There are other cases, however, in which the opera¬ 
tion has to be performed, and those are the cases 
in which either there is a permanent open sore in 
the stomach associated with great scarring round 
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the ulcer, or in which there is well-marked deformity 
of the organ produced by the ulceration. The 
symptoms produced by the condition of open ulcer 
and scarring may be summarised as follows : 

(1) Cases in which pain is not only the chief but 
is a very severe symptom; this localised boring 
pain, which is frequently associated with a haggard 
look, especially after exertion, and which is not 
relieved by rest in bed, by dieting, or by the 
ordinary treatment of ulcer, is a symptom to which 
particular attention must be paid, even when it is 
not associated with vomiting. Gastro-enterostomy 
is of benefit in such cases. 

(2) Continued digestive distress, even though 
the patient is treated by diet and medicines, in the 
case of ulcer is of great inportance, and may 
necessitate the operation. More particularly is this 
the case if— 

(3) There is profound defect in nutrition, as 
shown by emaciation and progressive weakness. 
In such cases there is no question but that the 
operation of gastro-enterostomy leads to great 
benefit to the patient. 

(4) Repeated haemorrhage unrelieved by medical 
treatment is an indication for the operation. 

No one supposes that anyone will disagree as to 
the four classes of cases here enumerated being 
necessary for surgical interference, but I think that 
in many cases the operation is advised in too 
haphazard a manner, without care being taken in 
making the diagnosis. Thus in not a few cases of 
pure neurosis the operation has been advised and 
performed; in cases of tabes it has also been 
performed. In doubtful cases the operation should 
not be performed unless the patient has had a 
period of rest and treatment to see to what degree 
benefit can be obtained. 

Carcinoma of the stomach .—Cases of carcinoma 
show a very varying clinical picture. A difficult 
case is one in which a man towards middle age 
without previous gastric symptoms develops pain 
in the epigastrium, loses appetite and begins to 
waste, the symptoms being well marked within a few 
months from the onset. Occasionally vomiting 
may supervene with or without haematemesis. 
There is marked hypochlorhydria and the condition 
is one of a progressive disease. After the sym¬ 
ptoms have lasted some time a mass is felt in the 
epigastrium, the presence of which in association 
with the symptoms mentioned renders the diagnosis 


certain. Cases may here be mentioned in which, 
in middle age, nodules of tertiary syphilis may be 
present in the liver and be associated with wasting, 
and occasionally severe gastric symptoms. The 
previous history of infection and result of treatment 
with mercury and iodide usually make the diagnosis 
clear. 

Of great importance is the diagnosis of carcinoma 
of the stomach in its early stages, because it is 
only by diagnosis before the mass has infiltrated to 
a great extent that a palliative result may be 
expected from operative interference. Cases may 
rapidly cause pyloric stenosis, but this is frequently 
absent, and other points must be discussed in 
making a diagnosis. 

The following points are of the most importance : 
(1) The occurrence of the illness during a definite 
period—months or weeks. More frequently carci¬ 
noma is insidious in the mid-region, yet when it 
occurs it soon leaves its mark in the production of 
symptoms, production of impaired nutrition. Atten¬ 
tion has already been called to the fact that in a 
patient with gastric symptoms rapid wasting of the 
muscles and loss of appetite occurring even for a 
few weeks is suggestive of organic disease, more 
particularly if there is no period of stress of^ work 
(mental or bodily), or of starvation, to accoupt for 
the symptoms. 

(2) The second great point to be noted is the 
rapid deterioration of the secretory activity in the 
stomach, which is so frequently observed early in 
the disease. This is plainly shown in Table III, 
and has already been discussed. 

To sum up, therefore, the occurrence of illness 
during an indefinite period, the occurrence of 
symptoms referable to the stomach, the rapid 
impairment of nutrition, and the rapid impairment 
of secretory activity are the points to be considered 
in the early diagnosis of carcinoma, that is, in cases 
in which haemorrhage is absent, and when no 
tumour is palpable. 

The results of treatment in such cases are bad. 
The patient when put to bed and dieted may be 
relieved somewhat from the symptoms of gastric 
distress, but there is no great improvement in the 
nutrition and no improvement in the secretory 
activity of the stomach. 

Diagnosis of functional from organic disease; 
summary: Functional disease .—The cases which are 
mistaken for organic diseases are those which are 
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associated with vomiting, with pain, with dilatation, 
and with wasting, more particularly when such 
symptoms occur in middle age, or when they are 
nervous in prigin. 

Organic disease. —Cases which give difficulty in 
diagnosis are those of ulcer which have no 
haematemesis or melaena, in which the progress 
may be slow. Cases of cancer which are difficult 
in diagnosis are those which have no palpable 
growth, which may be either at the pylorus, or 
more particularly in the mid-region of the stomach. 

Points in diagnosis .—The following points have 
already been considered, and may be summarised: 

Secretory activity. —Hyperchlorhydria is in favour 
of functional disease or ulcer, and against cancer. 
Progressive hypochlorhydria or rapidly developing 
hypochlorhydria is in favour of carcinoma. 

Dilatation .—Pyloric stenosis means organic 
disease, is always associated with vomiting and 
dilatation, and sometimes with visible peristalsis. 
Functional dilatation may be present without 
vomiting; in functional cases recovery takes place 
with treatment. 

Symptoms .— Vomiting , due to irritation of the 
stomach by food or occupation, soon ceases with 
rest and general treatment. That due to nervous 
causes may last a longer time, but may also be 
overcome by treatment, and both these cases are 
in contra-description to the vomiting in cases of 
pyloric stenosis and in organic disease. Pain , 
localised, epigastric and boring, is in favour of 
organic disease; indefinite, intermittent and 
changing locality, in favour of functional disease. 
Wasting is a difficult element to gauge, as it occurs 
in functional disease, in ulcer, and in cancer. Its 
rapidity is of some importance as intimating severe 
damage to the stomach. 

Great importance must be placed on the reflex 
nervous symptoms in gastric disorder as a sign of 
neurosis. 

In all cases the results of treatment are impor¬ 
tant. Cancer is progressively downwards; ulcer 
is cured or greatly improved by treatment; func¬ 
tional disease greatly improves and may be cured, 
the cure depending on how far the nervous element 
is present. The greater the nervous element the 
less chance of permanent recovery. In all doubtful 
cases treatment by rest, diet, medicines, and by 
lavage must be tried before the question of opera¬ 
tive treatment is decided upon. 
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POINTS ON THE USE OF AND INDICA¬ 
TIONS FOR ELECTRO THERAPY IN 
SOME GYNAECOLOGICAL AFFECTIONS. 

By J. CURTIS WEBB, M.B., B.C. 

Both on the continent and in America electro¬ 
therapeutics and ionisation have, for some con 
siderable period, played a very important part in 
the treatment of certain gynaecological affections, 
and as I can find no record of any paper on the 
subject having been read before this Society for a 
considerable time past, and as such great advances 
have in recent years been made in this department 
of therapeutics, I have ventured to think that my 
own experiences—which are now not inconsider¬ 
able—in this special treatment might not be with¬ 
out interest. 

It will be well briefly to consider— 

(a) The currents used and their action on living 
tissue. 

(1 b) Special instruments necessary for their 
employment, and the methods of using them. 

(r) Some of the commoner gynaecological dis¬ 
eases suitable for treatment by electro-therapy, and 
the methods of treatment in each class of case. 

(a) For the purposes of gynaecological treatment 
currents can be divided into the induced, the con¬ 
stant, and the static. The first, if the interruption 
be very rapid and taken from a long fine wire 
secondary coil have a sedative effect. Exactly how 
this sedation is brought about we do not know, and 
therefore the treatment is somewhat empirical, but 
I have satisfied myself as to its effect in many 
neuralgic affections of the pelvic organs. Where 
it is desired to produce contraction of muscular 
tissue in cases where the symptoms depend on 
relaxation, we must use an induced current of slow 
interruptions, allowing time for the muscle-fibre to 
relax between each such contraction, otherwise a 
state of tetanic spasm is produced and the muscle 
is only tired out without being strengthened. 

The interrupted or induced currents are of but 
secondary importance when compared to the direct 
current, which is really our sheet-anchor in gynae¬ 
cological electro-therapeutics. The action of this 
current is threefold—the chemical polar action, the 
ionic action, and the interpolar action. 

The chemical polar action need only be con- 
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sidered when we are dealing with bare metallic 
electrodes, and must be discussed in conjunction 
with the ionic action. When the metallic electrode, 
as, e.g . such as is introduced into the uterus, is 
connected to the positive pole of our source of 
current, the metallic particles of which this electrode 
is composed are driven to a certain depth into the 
adjacent living structure in the form of ions, and 
these ions, in the case of a zinc electrode amalga¬ 
mated with mercury, have a strong antiseptic action. 
At the same time dissociation of the fluids of the 
organ in contact with the electrode takes place; 
the acid radicles, are attracted to the region of 
the electrode, produce a cauterising and haemo¬ 
static effect, while the basic radicles, like the metallic 
ions above considered, are propelled further into 
the tissues. Thus the cauterising effects in the 
region of a bare metallic positive pole are really due 
to ionisation of the component elements of the body- 
fluid, /. e. lymph and blood-plasma, or for practical 
purposes solution of sodium chloride. On the other 
hand, if the metallic electrode be negative, there is 
no diffusion of metallic ions, and the basic alkaline 
components of the body-fluid are drawn to the 
neighbourhood, producing a solvent or congestive 
effect on the tissues. For the above reasons it is 
found that, after treatment, a positive electrode is 
often difficult to withdraw, being somewhat adherent 
to the eschar, while a negative electrode has to be 
carefully held in place during the application to 
prevent its slipping out. In the case of vaginal 
electrodes, which I usually employ in the form of | 
cotton-wool pledgets surrounding the ends of 
metallic rods of which the rest of the shafts are 
insulated, no ionisation of the metallic particles 
takes place, and there should be no chemical local 
action, but there is ionic diffusion of the con¬ 
stituents of the salt -in the solution of which the 
pad has been soaked. By this means iodine 
ionisation may be employed in cases of pelvic 
effusion, etc. 

This very short account of ionic and chemic 
polar action is all that can be touched on in a 
paper of this length. In regard to interpolar 
action—a factor on which I would place great 
emphasis—its effects can be traced “to the in¬ 
fluence upon nutrition of the chemical inter¬ 
changes that occur throughout the circuit in the 
onward progress of the electrons that appear finally 
at the poles; to the influence upon nutrition of 


the circulatory changes that result from vaso-motor 
stimulation; to the contractions produced in un- 
striated muscular tissue by the passage of heavy 
currents, even at a distance ” (Massey). 

So much briefly, then, for the currents used and 
their methods of action. It will be noticed that I 
have made no mention of sinusoidal currents, as I 
have not found their effects any superior to induced 
currents, and the apparatus to produce them is 
much more cumbersome. Neither do I propose 
here to enter on the subject of treatment by static 
electricity, though I have found it of immense 
value in the cases of dysmenorrhoea in virgins, and 
almost a specific in those cases of lumbar pain so 
often associated with some derangement of the 
female pelvic organs. I expect, however, that few 
here have static machines or the time to use them, 
and I am anxious to bring before you methods of 
treatment that all can use. 

(< b ) The special instruments necessary for the 
applications of electricity in gynaecological practice 
are not many. An efficient source of current is 
required, either a dry or wet cell battery of 20 to 
30 cells or a switch-board with which to use the 
current from the mains, either being furnished 
with a milliampfcre metre reading from 1 to 
250 m.a. and a rheostat that will allow of the 
current being turned on gradually from zero to 
the required strength. For the faradic current 
I prefer the coil made by Messrs. Gaiffe as it gives 
rapid or slow interruptions at will, and one can 
I use a short coarse or a long fine wire secondary 
according to requirements. For the indifferent 
electrode one can use large pads of gamgee well 
soaked in warm water and soaped, or moist clay 
pads. I prefer the latter as there is no risk of 
wetting a patient’s clothes. In either case they 
must be closely applied to the skin, and a plate 
of copper attached to the required pole placed 
on the outside. For uterine electrodes I employ 
either a kind made by Messrs. Gaiffe, or what I 
prefer are a type made for me by the Medical 
Supply Association. These I consider better as the 
current is more concentrated at the bare end, and 
they are easily sterilised by being kept in 1 in 20 
carbolic for an hour or two before use. I always 
use zinc in preference to copper, which some users 
advocate, saying the ions of Cu are more haemo¬ 
static than those of Zn. This, however, I have 
failed to corroborate, and when an ionic effect is 
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desired, /. e . when the internal electrode is positive, j 
I always amalgamate the zinc portion by dipping 
it into io per cent. HoSO^ and then into metallic 
mercury. For vaginal electrodes I use a zinc rod, | 
the end of which is surrounded with a pledget of 
wool covered by chamois leather, tied in place by 
thin silk ribbon and the ends left long. The rest 
of the rod is covered with rubber tubing. It is 
well also to have an Apostoli bipolar electrode for 
faradic applications to the vagina. 

Having thus very briefly sketched the mode of 
action of the ordinary currents employed in 
gynaecological ailments, and the instruments satis- I 
factory for their application, there is left the most 
important part of the paper, viz. the type of cases 
suitable to electro-therapy, and I think it will be J 
more interesting and convincing if I confine myself i 
to a consideration only of those diseases in which 
I have myself had beneficial results. The curative 
effects of electricity are claimed for many ailments 
in which I have not had an opportunity of trying , 
it, and therefore of its effects in such ailments, I i 
am not in a position to speak. I have not seen 
large fibroid tumours emulate the “Snark” and 
“ softly and silently vanish away,” neither have I 
seen ectopic gestations absorb and disappear under 
its influence as has been reported by some writers. 

I have not tried zinc mercury cataphoresis in 
cases of malignant disease, though I am willing to 
admit the possible, may, even probable, benefits that 
might arise from so powerful a means of destruction 
of tissue and sterilisation of neighbouring parts in 
that class of case before which we stand at 
present comparatively powerless and which we term 
“ inoperable.” 

The types of cases in which satisfactory results 
from electrical treatmentcan most easily be obtained 
are those in which the disease seems likely to be 
benefited by one or more of those actions which, as 
I have shown, electric currents have on living 
tissue, that is to say : 

(1) With faradic currents either sedation or 
muscular stimulation and contraction according 
to the strength and rapidity of interruptions of the 
induced current. 

(2) With the constant current: 

{a) The cauterising and haemostatic action that 
occurs at the positive pole. 

(b) The congestive or liquefying action at the 
negative pole. 


[Oct. 27, 1909. 45 

(f) The diffusion of ions of the constituent of 
which the electrode, positive or negative according 
to circumstances, is composed. 

(d) The effect on metabolism that is brought 
about by the interpolar action, that is to say 
the results on the tissue of the flow of the current 
per se . 

With the static current : 

(a) The cellular vibration that occurs during an 
application of the wave current causing a dispersion 
into the neighbouring lymphatics of the products 
of inflammation. 

( b ) The increased supply of blood to the part 
caused by the brush discharge. 

(c) The constitutional effects, viz. 

(1) Lessening pulse-rate. 

(^2) Increase of pulse volume. 

(3) Lowering of tension. 

(4) Deepening of respiration and increased 
elimination of Co 2 . 

(5) Lessening of nervous irritability and produc¬ 
tion of drowsiness. 

(6) A general diaphoresis and an augmentation 
of the quantity of solids in the urine. 

Diseases of the Vagina and Vulva. 

In inflammatory diseases of the vagina and 
vulva, characterised by pain, tenderness and 
leucorrhoeal discharge, whether they be due to a 
bacillary infection or not, the action of copper or 
zinc ionisation will very greatly assist any other 
means that may be employed in bringing about a 
cure. Naturally such means as rest, douches and 
vaginal medication are not to be neglected, but 
the stimulating action of the current per se and the 
antiseptic penetrating effect of suitable ions will 
very soon cure this class of case, which is notorious 
for its obstinacy. Perhaps the best means of 
using this form of treatment is by means of Dr. 
Sloan's vulvo vaginal electrode, fully described in 
the ‘ Proceedings of the Royal Society of Medicine * 
for May, 1909, and in the ‘Lancet' of July 10th, 
i 1909. For those who do not possess this appliance 
] I would advise an electrode such as I show here. 

It consists of a vulcanite tube with perforations at 
j the sides, and passing down which is a metallic 
wire or spring, with a suitable arrangement for 
attaching the connecting cord from the source of 
current, and also the means of affixing the india- 
rubber pipe of a douche can. Over this vulcanite 



46 The Clinical Journal. ] 


MR. CURTIS WEBB. 


[Oct. 27, 1909. 


tube is slipped a piece of sausage skin, rendered 
sterile by boiling or soaking in antiseptic lotion, 
and which has been closed at one end, the other 
end being tied round the vulcanite tube. This 
bag of membrane can now be inserted into the 
vagina and filled from the douche can with the 
solution of the salt it is desired to ionise, so as to 
distend the whole passage. If this piece of apparatus 
be now connected to the proper pole of a battery, 
or other source of current, the other pole being 
connected to a large electrode placed on the abdo¬ 
men or back, and a current be passed up to the 
limit of tolerance for ten to fifteen minutes three 
times a week, the required ions will, owing to the 
sausage skin being permeable to the fluid, be 
driven into the vaginal mucous membrane. 

Disorders of Menstruation. 

(1) Atnenorrhcea .—When this occurs in virgins 
it can often be relieved by abdomino-dorsal applica¬ 
tions of the constant current, using up to 100 m.a., 
a large pad being placed over the lower dorsal region 
(positive), and a smaller pad (negative) over the 
hypogastrium. At the same time, of course, atten¬ 
tion must be directed to improving the patient’s 
general health by appropriate remedial measures. 

(2) Scanty menstruation .—In the cases of this 
trouble arising in women who have borne children, 
excellent results can be obtained by the employ¬ 
ment of a negative intra-uterine current, using 
about 10 to 30 m.a. for ten minutes once a week 
during an intermenstrual period, with bipolar 
faradic every other day. I have in my mind the 
case of a lady, aet. 43 years, who for twelve years 
had suffered from scanty menstruation, the flow 
only lasting one day as a rule. This came on after 
an attack of peritonitis, and I found a fixed retro- 
flexed uterus. She consulted me in 1905 for the 
awful headache and sensations of congestion and 
throbbing of the veins of the head and neck that 
came on at each period and lasted about four days, 
leaving her a “ wreck ” for a week after. A course 
of three weeks’ treatment, as above described, kept 
her free from headaches for over six months, and 
resulted in each period lasting four to six days. 
I now give her about two treatments just before 
a period three times a year, and she keeps well 
and comfortable, and very rarely gets headaches 
or feeling of congestion. 


(3) Dysmenorrhcea , which I hold to be due to a 
tropho-neurosis giving rise to a muscular spasm—or 
cramp—at the time of the period, requires for its 
successful treatment some means of co-ordinating 
these irregular uterine contractions, and, if we 
accept Dr. Herman’s theory of imperfect develop¬ 
ment of the spinal and sympathetic centre, to adopt 
some method that will stimulate this centre to full 
function. Many women suffer great inconvenience 
—often days of torture—from this complaint, but I 
have had most satisfactory results from the follow¬ 
ing plan of treatment: I first apply the wave- 
current from the negative side of a static machine 
by a long metal electrode passed up the rectum and 
pressed against the posterior wall of the uterus for 
about fifteen minutes. This procedure is absolutely 
painless, hardly, even, uncomfortable. The constant 
current is then employed, and here the method of 
application varies according as one is dealing with 
a virgin or a married woman. In the former case 
the method of procedure is exactly as was described 
under amenorrhcea, with the object of stimulating 
the spinal and sympathetic centres and of improving 
the metabolism of the uterus itself. Three such 
treatments a week for one or more intermenstrual 
periods will often entirely relieve the patient from 
pain for many months, and should there be any 
signs of its return one or two treatments just 
before a period will be sufficient. 

When the sufferer is a married woman the static 
wave-current is used three times a week as above, 
but one is able to employ the constant current 
immediately to the uterus by connecting both the 
abdominal and dorsal pads to one pole—usually 
the positive—and inserting a metal electrode con¬ 
nected to the negative pole inside the organ. In 
such a case we get the interpolar action of the 
current as well as the congestive effect of the 
negative pole to the surface of the uterine cavity. 
About 20 m.a. every fifth or sixth day for one or 
two months will usually bring about a most satis¬ 
factory result. 

In those cases of dysmenorrhcea in which the 
ovaries are involved, and where there is congestion 
and tenderness of the ovaries on vaginal examina¬ 
tion, the treatment must consist solely of abdomino¬ 
vaginal applications till all signs of ovarian irrita¬ 
tion have disappeared. Then one may cautiously 
commence with intra-uterine treatment as above 
described. 
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Diseases of the Uterus. 

In any inflammatory disease of the above organs 
applications of the constant current and the effects of 
zinc mercury ions will give the most brilliant results, 
and further, in those cases of uterine haemorrhage, 
either in the form of menorrhagia or metrorrhagia 
due to endometritis, metritis, fibroids or a fibrotic 
condition of the organ, subinvolution and ulcers on 
a uterus in a state of complete procidentia. 

I know of no treatment to equal that now under 
discussion. In my experience in any of the above 
conditions it takes the place of curettement, over 
which most popular operation its advantages are 
manifold, for while curettement only removes the 
mucous membrane and does not affect in any way 
the underlying muscular layers, in zinc mercury 
ionisation from the positive pole we obtain— 

(a) Destruction of the diseased mucous mem¬ 
brane, and arrest of haemorrhage by the cauterising 
action; 

(b) Penetration into the subjacent layers of tissue 
of the antiseptic ions ; and 

(*:) The general improvement of this subjacent 
muscular layer by the interpolar electric action. 

Further ionic treatment is painless, does not 
require an anaesthetic, and does not confine the 
patient to bed. 

The technique of treatment is similar to that 
already described for intra uterine applications, and 
it will be easy from previous considerations of their 
respective effects to decide on which pole should 
be the active one. 

Let me quote two or three cases that I have 
myself treated. 

(1) Mrs. A—, aet. 45 years, was seen in April, 
1906. She gave a history of a fibroid for past 
nine years, and menorrhagia for eighteen months, 
and constant pain on right side on exertion. The 
uterus measured three quarters of an inch over 
normal, and there was a fibroid as big as a tennis- 
ball on the anterior and right side. Between April 
18th and June 8th had seventeen treatments of Zn 
Hg. ionisation. About a year ago she told me 
that since the treatments there had been no exces¬ 
sive catamenial loss, and no pain on exertion unless 
she got very unduly tired. The size of the fibroid 
had not altered. 

(2) Mrs. B—, set. 49 years, was sent to me in 
January, 1908, by Dr. John Phillips for very pro¬ 


fuse menorrhagia and metrorrhagia for the past three 
years, and at that time the haemorrhage was prac¬ 
tically continuous. She had been plugged twice, 
and also curetted, but without avail. I gave her 
fifteen treatments between January 21st and 
February 19th, and the bleeding had ceased after 
the third and did not return. Up to June she had 
normal periods lasting four or five days and not 
excessive, but the June one lasted eight days, so 
she had six more treatments. Since then there 
has been no return of haemorrhage ; she is able to 
bicycle and lead a normal life. The menopause 
occurred last February, a year after the first course 
of treatment ceased. The sound passed one inch 
beyond normal, and the diagnosis was one of 
general fibrotic condition of uterus. 

(3) Mrs. C. D—, aet. 32 years, backache, leucor- 
rhcea,and catamenia lasting six days with clots since 
birth of child in India eighteen months ago. Per 
vagirtam , os very patulous ; sound passes one and a 
half inches beyond normal; uterus controverted, 
and a clear discharge coming from os. Diagnosis, 
subinvolution with endometritis. Zn Hg. ionisa¬ 
tion and static wave to back effected a complete 
cure. 

(4) Mrs. E—, aet. 45 years, had profuse periods 
ever since puberty; has had four children and 
several miscarriages, the last four years ago. Of 
late periods have been very profuse, lasting seven 
to ten days, and haemorrhage coming in gushes. 
After the period is over used to get palpitations 
and dyspnoea. The patient had fifteen treatments 
with Zn Hg. ionisation beginning last February. 
In July she reported that she had not been kept in 
bed by any period since the treatment, that she 
had been to several balls when the catamenia were 
on with no ill-effect, and that the loss had not been 
excessive. 

(5) A case of subinvolution after the birth of a 
child in 1905; came to me in June, 1908, com¬ 
plaining of ovarian pain with menorrhagia and 
metrorrhagia. There was uterine discharge and 
the sound passed one inch beyond normal. Under 
Zn Hg. ionisation and monopolar faradic applica¬ 
tions all the symptoms disappeared, and the 
patient has remained quite comfortable up to now. 

In DISEASES OF THE TUBES AND OVARIES, if of 
simple inflammatory nature, the treatment under 
consideration can do much. The method of 
application varies with every case, but, speaking 
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generally, abdomino-vaginal application should ! 
precede for some time any intra-uterine treat- | 
ment, especially if there be much local tender- , 
ness. A method that I have found beneficial in 
several cases of ovaritis, non-purulent salpingitis, 
and also in one or two cases of pelvic inflammation, 
is to paint the fornix on the affected side with 
equal parts Lin. and Tinct. Iodi. and then to apply 
the vaginal electrode soaked in 2 per cent, solution 
of KI., and attached to the negative pole every , 
other day, passing about 20 m.a. for twenty 
minutes. Where there are signs of resolution of 
the inflammation of the appendages then attention 1 
should be directed towards the endometritis, which, 
as we know, is practically an invariable accompani- I 
ment. ! 

An instructive case was that of a young woman, 
an artist, who was prevented from following her 
profession because of the great pain over the left 
ovarian region brought on by standing. On vaginal 
examination the left ovary was found enlarged and 
very tender. Application of abdomino-vaginal and 
bipolar faradic effected a cure over two years ago, 
which is permanent as yet. I may add that she 
had tried systematic hot douching and vaginal ; 
medication, and she had been told that she ought 
to submit to ovariotomy. I 

One more case may be of interest. A lady, aet. 
44 years, staying in London, came to me in Sep- j 
tember, 1908, with a history that in May, 1907, , 
she had a swelling on left side of uterus with acute 
pain and temperature of over 101° F. for three 
weeks. Two months after beginning of the illness 
there was a sudden white discharge for twenty-four 
hours. This occurred again in December of the 
same year, lasting five days, and again in March, 
1908, and ever since the beginning of her illness 
she experienced acute pain in the lower part of the 
left side of the abdomen and backache if she walked, 
or got tired, or stooped. Per vaginam the left tube 
felt much thickened, but not tender, and there was 
some leucorrhcea. In October I began treatment 
with abdomino-vaginal constant current applica¬ 
tions, vaginal faradic, and static wave to back. By 
the end of October she was feeling much better 
and I added intra uterine treatment, and she left 
London in the middle of November. A few days 
ago I heard that she had had no pain since the 
treatment, and could now walk about all day and 
play a little tennis. 


This paper has already extended to greater 
lengths than I intended, and yet I am fully aware 
that I have but touched the fringe of my subject. 
As far as I have gone, I have convinced myself 
of the enormous value of this form of treatment 
in many of the pelvic disorders of women. Patients 
can in many cases be cured without operation 
and without being doomed to lead a more or 
less prolonged convalescence by this means, when 
without it nothing but operation remains for them. 
My object in reading this paper is to try and in¬ 
duce members of our profession, both general 
practitioners and gynaecological specialists, to take 
a greater interest than would seem to be the case 
up to now, in a most powerful means of relieving 
and curing many of the ailments from which women 
suffer, and may I implore those who are attached 
to a hospital to investigate this mode of treatment 
to its utmost extent, that the reports of their fuller 
researches may save many a woman from a muti¬ 
lating operation or a more or less ineffectual 
curettement. 

October 25 th, 1909. 


New Methods of Sputum Research.— The 

antiformin method is a mixture of a solution of 
potassium hydrochlorite (Javelle water) with sodium 
hydrate. The proportion of alkali is 7*5 per cent, 
sodium hydrate, and on the addition of the acid 
5*3 per cent, chlorin is liberated. This mixture is 
so powerful that it dissolves bristles, horse-hairs, 
insects and beetles in half an hour; wool and silk 
are also dissolved, but cotton and wax are un¬ 
changed. Bacteria are dissolved in five minutes 
in a 5 per cent, solution. Neither of the ingre¬ 
dients has this effect alone. The action of anti¬ 
formin on scraps of iron is most remarkable ; they 
assemble to form tree-like masses. Tubercle bacilli 
alone are not affected, and the advantages of such 
a fluid for examination of sputum are evident. 
The bacilli are cleaned at once of mucus, etc., 
while their staining properties are not impaired. 
On the other hand, this exceptional resistance of 
the tubercle bacillus to a chemical that almost 
instantly destroys and completely dissolves all other 
microbes, shows that there is little hope of in¬ 
fluencing these bacilli in the body by therapeutic 
means; the only hope is in preventing their 
invasion of the body. The secret of control is in 
prophylaxis.— Journ. A. Af. A vol. liii, No. 15. 




THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE. AND CLINICAL REVIEW. 


No. 888. WEDNESDAY, NOVEMBER 3, 1909. Vol. XXXV. No. 4. 


CONTENTS. 

PAOI 


"Prognosis in certain Inflammatory 
Diseases of the Lungs and Pleura 
commonly treated Surgically. By 

Rickman J. Godlee, M.S., F.R.C.S. ... 49 
*A Clinical Lecture on Retention of 
Menses. By Henry Russell Andrews, 

M.D., B.S., M.R.C.P. 61 


* Specially reported for the Clinical Journal . Revised 
by the Author. 

ALL RIGHTS RBSBRrBD. 


NOTICE. 

Editorial correspondence, books for review, &c., 
should be addressed to the Editor, 36, Weymouth 
Street, W.; Telephone No., 904 Paddington ; but 
all business communications should be addressed to 
the Publishers, 22^, Bartholomew Close, London, 
E.C.; Telephone, 927 Holborn. 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son, Bartholomew 
Close, E.C. Telephone, 927 Holborn. 

Terms of Subscription, including postage, payable 
by cheque, postal or banker’s order (in advance): for 
the United Kingdom, 15 s. 6 d. per annum ; Abroad, | 
17 s. 6 d. 

Cheques, arc., should be made payable to The 
Proprietors of The Clinical Journal, crossed 
“ The London, City , and Midland Bank, Ltd., 
Newgate Street Branchy E.C. Account of the 
Medical Publishing Company, Ltd.” 

Beading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at 2s . 3 d. 
each, or will be forwarded post free on receipt of 
2s. 6 d.; and also Cases for Binding Volumes at is. ! 
each, or post free on receipt of is. 3 d. from the j 
Publishers, 22^, Bartholomew Close, London, E.C. ! 


PROGNOSIS IN CERTAIN INFLAMMATORY 
DISEASES OF THE LUNGS AND PLEURA 
COMMONLY TREATED SURGICALLY.* 

By RICKMAN J. GODLEE, M.S., F.R.C.S. 


> It is unusual for a new president to introduce a 
! subject or start a discussion, and so some explana- 
; tion, if not apology, may be expected. When elected 
! to this honourable position (and I take this earliest 
opportunity of saying how much I feel its dignity 
and am oppressed by its responsibilities) the first 
news was that there were no papers for the next 
session. It is a difficulty which all secretaries 
recognise as incidental to our method of accepting 
papers, as it is natural that authors should not like 
their efforts to lie dormant for three months. My 
paper has been submitted to no censorship; when 
it has been read you will recognise its many defects. 

I have chosen a subject of great importance: 
the prognosis in some of those common inflamma¬ 
tory diseases of the chest which belong at least as 
j much to the physician as to the surgeon. They 
I cannot be called surgical diseases, for indeed, in one 
class the physician often does all the surgery that 
is required. And moreover in all, when the 
surgeon has done his part, the “case, 1 ” if it remains 
a case at all, is essentially medical. That is why 
the subject is so difficult to work up, and it soon 
became evident that a much longer time was 
required to do justice to it than the two holiday 
months which were at my disposal. 

It was impossible to get at the notes of hospital 
cases, and after all it is not easy to follow them up : 
So it was necessary to fall back upon private note¬ 
books, and though they supply records of a con¬ 
siderable number of the rarer diseases, the more 
common and therefore the more valuable are not 
so largely represented as I could have wished. 

I cannot therefore produce long tables of sta- 

* Delivered before the Royal Society of Medicine- 
Surgical Section. 
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tistics, but I would not do it if it were possible for 
they would be of little or no value. Suppose, for 
instance, one were to tabulate the cases of acute 
empyema without noting the age (I do not mean 
whether the patient is an infant or an adult but 
whether a young or old adult), or without specifying 
the organism which is the causa causans , or the 
length of time that the case has been “watched” 
before an operation is done, or the nature of the 
operation performed, such tables would be worse 
than useless. It is unfortunately true that acute 
empyemas are frequently recognised days and days 
before the surgeon is called in, till the patient 
becomes more and more poisoned and the lung 
more and more compressed, and then the prognosis 
is principally concerned with the next ensuing few 
hours or days, whereas if promptly dealt with the 
immediate risk would have been small, and the 
question would have turned on the chances of 
complete or partial recovery. 

If the criticism is made that only a series of 
cases supposed to be illustrative is produced, it 
may be pointed out that from such a source a far 
more important kind of information may be 
obtained (provided only that the series is large 
enough) than that which is derived by striking an 
average from a very large number. The object of 
discussing the question of prognosis is to help us 
in prophesying the future of the particular persons 
who seek our advice, and it is very unlikely that 
they will conform to the average. It is of course 
quite possible that not one of a long series exactly 
represents the average. A correct prognosis is 
more likely to be reached by comparison with 
the most similar individuals of the series rather 
than by fixing the attention on the type. 

The first and simplest condition is that of serous 
effusion into the pleura associated with acute 
pleurisy, and I must begin with the lame admission 
that I have hardly any records to produce. I 
suppose we shall all agree that patients who have 
had one attack of acute pleurisy with effusion 
and have been tapped once or twice, or not 
tapped at all, usually leave the court without a 
stain upon their characters. They are admissible 
by insurance companies at normal rates, and the 
only record that remains (and that not always) is 
a slight departure from the normal physical signs, 
and perhaps of the mobility of the side that has 
been affected. 


The acute onset usually stamps their simple 
character. It is different when the onset is 
insidious. It has sometimes been suggested that 
most of the insidious cases are tuberculous. But 
it is no more true that they are all of this nature 
than it is that all the tuberculous effusions are 
insidious in their onset, as the following two 
cases will show: 

Miss M—, set. 22 years, whose illness began 
insidiously three weeks before she sought advice 
on account of a cough and cold, had her left chest 
full, and it was tapped on October 29th, 1892, 
seventeen years ago. She “never looked back,” 
so her step-father, who is a doctor, writes. She 
married, and has two fine boys aet. 12 and 9 years, 
and has had no lung trouble since. 

A strong and apparently robust member of our 
own profession, aet. 58 years, woke one morning 
with pain at the right base, which he thought was 
muscular rheumatism. He went on with his work 
for two days, and in a fortnight’s time his chest 
was full (five pints) of clear fluid, his temperature 
varying from 99 0 to io2°F., pulse 100, respirations 
22 to 40. No tubercle bacilli were found in the 
first fluid drawn off, but he died within a few 
weeks (after a second tapping) of acute tuber¬ 
culosis. 

Still, I should expect an acute case to be caused 
by some septic organism, and should be suspicious 
that a chronic one would turn out to be tuberculous 
even if no tubercle bacilli were found micro¬ 
scopically or by inoculation; with the mental 
reservation, however, that it might depend on a 
new growth. 

But how much caution is needed in dealing with 
chronic cases! 

I have seen a strong man, aet. about 40 years, 
who simply complained of shortness of breath. 
His right chest was full of fluid and that appeared 
to be all. In a few days, however, the left chest 
filled with bloody fluid. Then he quickly got 
thrombosis and gangrene in his limbs, and died of 
general carcinoma of both pleurae. 

One patient, a middle-aged man I saw in 1893, 
had a large right serous effusion. There were no 
doubt other suspicious symptoms and signs in the 
chest and abdomen, so we were not surprised when 
he died a year later of rupture of an aneurysm of 
the thoracic aorta. 

I might mention others where the effusion has 



The Clinical Journal.] 


MR. RICKMAN J. GODLEE. 


[Nov. 3,1909. 51 


been connected with trouble beneath the diaphragm, 
such as hepatic abscess, appendicitis, gastric ulcer, 
hydatids and £0 forth, but these hardly concern 
the present discussion, except inasmuch as they 
raise the following question : 

What is the outlook if a normal pleura is opened 
and drained ? It has often been stated that an 
abscess of the liver may be safely opened through 
a normal pleura without any special precautions 
for closing the opening. This is not my experience. 
I have seen it followed by fatal results in septic 
cases or by very slow healing in amoebic ones. 
That is why I avoid injuring the pleura, if possible, 
and carefully close the wound if it has been 
made. 

I have a patient who in 1893 had that rare con¬ 
dition, hydropneumothorax, caused by a hydatid of 
the liver. The hydatids were removed through the 
incision. Various reasons have prevented any 
attempt to reduce the extensive cavity by means of 
a thoracoplasty, and he still wears a tube. So he 
has gone on for sixteen years, and has reached the 
age of fifty-four, to some extent handicapped, of 
course, but enjoying life and actively engaged in 
business and amusements. He nearly died some 
years ago of acute pneumonia of the sound lung, 
but he has no sign of amyloid disease. 

Are we justified, then , in incising and draining 
serous effusions that re-accumulaie ? To this 
different answers will be supplied. For myself I 
am so afraid of leaving a permanently open pleura 
with collapsed lung that I advise repeated tapping, 
even up to seventy times seven, tedious though the 
process is. The flowing case is an example of 
its employment: 

A man, aet. 52 years, whose illness began insidi¬ 
ously when influenza was prevalent in January, 
1906, had effusion at the right base without signs of 
pneumonia. Two and a half pints of clear fluid were 
drawn off containing “a due proportion of leuco¬ 
cytes, a few red discs, no tubercle bacilli and no 
pyococci.” The temperature was 99 0 to ioi°F., 
pulse 90 to 100. He was tapped again on March 
1st, March 10th, March 14th, and altogether six¬ 
teen times. Fluid also formed on the left side, and 
was drawn off twice. The treatment was completed 
in seven months. He is now in good health, goes 
to town for business and Switzerland for pleasure,. 
drives a motor for excitement, and plays golf for 
repose. He gets a certain amount of catarrh at 


times, but no tubercle bacilli have ever been found 
in the fluid. 

A more puzzling case is the following : A deli¬ 
cate lady, aet. 58 years, who for thirty-five years 
had been liable to haematemesis, developed double 
pneumonia in January of this year, with moderately 
high temperature and rapid pulse. She was 
tapped four times on the left side, the fluid being 
slightly stained with blood. 

There was very rapid re-accumulation on every 
occasion except the last, on March 25th, since 
which she has lost all her chest symptoms, though 
there has been another attack of haematemesis. 

I interpose here the mention of a mistake in 
prognosis (perhaps I should say diagnosis) which 
I made three years ago. A man, aet. 52 years, 
had had a so-called “ bilious attack ” with jaundice 
and blood in the motions twenty years previously, 
and no other similar attack. He began to lose 
flesh in the summer of 1905, and had a sort of 
biliary colic in December after feeling ill for three 
days. There was no jaundice. The temperature 
was erratic, varying from normal to io 3°F. The 
liver, or what felt like the liver, was large and 
hard, smooth and fixed. These symptoms were 
followed by copious haematuria and melsena, and 
the accumulation of fluid in the right pleura. 
When I saw him on February 13th, 1906, he was 
much emaciated with a shabby pulse of 120-130. 
I drew off about a pint of slightly turbid, pale, 
opalescent fluid, and said that I thought it was 
probably a case of malignant disease about the 
region of the head of the pancreas, and offered to 
explore the abdomen if desired. Not long after¬ 
wards, however, he consulted Mr. Mayo Robson 
who has reported the case in the Hunterian Lecture 
(‘British Medical Journal/ February 2nd, 1907). 

It appears that in the interval a change had 
occurred, for there was a large collection of pus and 
gas below the diaphragm, and that the cause of all 
the trouble was a duodenal ulcer, for which Mr. 
Robson did a gastro-enterostomy on a subsequent 
occasion which was followed by complete recovery, 
and the patient is now in excellent health. What 
the relation of the haematuria was to the original 
disease, if any, still remains unexplained. 

No doubt this will call up in the minds of many 
problematical cases, some of which have been 
explained by subsequent events, while others have 
always remained mysteries, such, indeed, as 
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thoroughly warrant the uncourageous note— pro¬ 
gnosis doubtful. 

An effusion which is undoubtedly tuberculous 
need not necessarily involve a very grave prognosis, 
one tapping being sometimes enough to effect a 
cure. 

Such was the case of a doctor, set. 47 years, 
whose illness began in 1895 with right pleurisy 
with a rigor, after he had been nursing a brother 
who had died of acute laryngeal tuberculosis. He 
had a considerable serous effusion on the right 
side which did not reaccumulate after a single 
tapping, and he followed his profession in compara¬ 
tively good health for a long time and survived the 
tapping thirteen years. 

Passing now to the subject of empyema , I must 
first offer some general remarks about the acute 
empyema of infancy. In 1886 I gave my statistics 
when I was surgeon to the North-Eastern Hospital 
for Children, and the average time for closure was 
six weeks. But this did not represent the usual 
course of things ; three or four weeks was a common 
time for an acute empyema, and ten days or a 
fortnight was not rare, while a good number were 
cured by a single aspiration. The average was 
obtained by including the chronic cases. I do not 
gather that much better results are obtained now, 
although one might imagine that each successive 
writer on the subject had discovered some new 
panacea. A free opening, good drainage in the 
recumbent as well as the erect posture, the com¬ 
plete removal of all fibrinous masses and the exer¬ 
cise of a wise judgment in removing the drainage- I 
tube are essential to success. The precise spot to 
half an inch at which the opening is made, the 
introduction or not of the gloved finger, the 
presence or absence of an antiseptic material in 
the dressings are materials of less vital importance. 

I have placed these together without forgetting 1 
that many different organisms are accountable for 1 
them, and that probably a careful comparison of 
these might lead to the formation of a more accu- | 
rate prognosis. Because the soft chest-walls of I 
children and the elasticity of all their structures, 
and perhaps their more active vital powers seem to 
favour the rapid closure of an empyema. It gives 
the opportunity also to produce a few records 
which I have traced from youth to maturity. 

A child, aet. 4 years, was brought to me in June, 
1896, with localised empyema imperfectly opened 


in the axilla, which had followed double pneumonia. 

I enlarged the opening and she rapidly recovered, 
and has been well ever since, i. e. thirteen years. 

A boy, aet. 9 years, had a right empyema, 
following pneumonia, associated with measles, 
which was opened posteriorly on April 15th, 1893. 
There was gradual subsidence of the fever, and it 
was healed by the end of May. Now (sixteen 
years after) he is well and strong, and has had no 
chest trouble since. It is curious that his father, 
who was a strong man, and came of a sound stock, 
had afterwards an effusion in his left pleura, which 
was tapped, and though he made a good recovery 
he died some years later of pulmonary tuberculosis. 

A boy, aet. 11 years, in 1890 had an empyema 
following some septic poisoning that affected 
several boys at the school. It was opened (not by 
me) in the sixth interspace in the axilla—I think it 
was pointing there. It was said that he had had 
endocarditis, and he had a very localised apex 
murmur. When I saw him in 1892 the wound 
had long been closed. He went to Cambridge, 
where he rowed and played lawn tennis well. He 
is now 6 ft. 4 in., and is professor at an engineering 
college in India. He stands the climate well, and 
he had no further chest trouble, i. e. during the last 
nineteen years. His strenuous life has occasionally 
resulted in a certain amount of neurasthenia. 

A boy, aet. 10 years, had a right general empyema 
which was opened posteriorly on March 31st, 1886, 
and healed in three weeks. He has had no illness 
since, /. e. twenty-three years. He went to Oxford 
and is now a curate, who is said to have a good 
preaching voice. 

Such cases are, I believe, common—almost 
typical. I wish the medical officers of insurance 
companies would tell us something about them. 
They must often apply for life insurance, and one 
would like to know whether any increased rate is 
imposed upon them. I should myself not advise 
it in spite of such cases as the two following : 

A boy, set. 14 years, a thin, delicate-looking 
public school boy, with a long phthinoid chest, 
had a large right empyema which I opened 
posteriorly on April 28th, r886. There was an 
aseptic course, and the wound closed on June 9th. 
He recovered and put on much flesh, but died 
twenty-one years later of phthisis after severe 
haemoptysis. 

A lady, now aet. 28 years, had a left empyema 
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when she was two years of age. It was imperfectly 
opened in the axilla and she was brought to me 
two years later in 1885, at which time there was 
much clubbing and great deformity of the chest. 
I did a thoracoplasty and she much improved, and 
eleven years later was well grown; the clubbing 
had almost gone, but the sinus was not healed, and 
no doubt communicated with the lung. In 1889 
she had had signs of pulmonary osteo arthropathy, 
which had also disappeared. In 1906 I removed 
some portions of rib, opened up the track and 
found a sequestrum in it. The wound is now 
healed, and though there is very great deformity of 
the chest, and though she is a delicate woman, she 
leads an active and useful life in India. 

I am afraid the particular answers desired are 
not to be obtained from insurance companies. It 
does not help us to know the average age of the 
patients insured (say in the Scottish Widows* 
Fund) who die of pleurisy and empyema, and it 
does not seem possible to obtain information as to 
the results from the point of view of the insurance 
companies of accepting proposals from those who 
have suffered from hydrothorax or empyema in 
childhood. As far as I can gather medical officers 
do not often have such proposals made to them, 
and if they do are very shy of entertaining them. 
Dr. Reginald Thompson, a man of very wide 
experience, writes: 

“ I will not pass doubtful lives; 1 have had very 
few cases of pleurisy with effusion (and para¬ 
centesis), and still fewer of empyema to give an 
opinion upon. 

“ I should reject all cases of empyema and look 
askance upon cases which have been tapped for 
serous effusion, but I might take the latter cases at 
ordinary rates provided all other conditions are 
favourable, viz. family history, personal history, 
and weight. 

“ My colleague thinks that all such cases are 
connected with tubercle. That is not my opinion.” 

Turning now to acute empyemas in adults follow¬ 
ing acute pneumonia or pleurisy , the immediate 
prognosis as regards life depends upon the extent 
of the preceding disease and the amount of septic 
poisoning. The latter is indicated by the character 
of the pus; if this is sweet and only contains 
pneumococci the patients do not necessarily 
present what may be called an obviously septic 
appearance. If they do, and the pus is odourless, 


it probably contains streptococci or staphylococci. 
If it stinks there has probably been a rupture of a 
pulmonary or sub-diaphragmatic abscess into the 
pleura. The pneumococcus cases if treated care¬ 
fully antiseptically I think do the best, especially if 
the lung is still somewhat solid from the pneumonia 
and the cavity is localised ; but I have often seen 
(especially in hospital), a secondary pyrexia asso¬ 
ciated with a secondary septic infection. It is 
remarkable how well many of the stinking cases 
do. Some of the very worst septic ones may be 
snatched from death by continuous or repeated 
saline infusions or transfusions. 

Undoubtedly the great majority of these cases 
survive the operation, and I am not concerned 
with the small number who die within a few hours 
or days of it. An accurate prognosis as to the 
date of closure is impossible. Speaking generally, 
it may be said that the least favourable cases are 
; those in which the cavity is large, or the lung is 
much collapsed, or the chest-walls very rigid, and 
those in which there is a very free communication 
! with a bronchus. My own opinion is that those 
J which are opened laterally are more likely to be 
j slow in healing or to require a second opening 
j than those which are incised posteriorly. So I 
think that the prognosis is to some extent governed 
by the surgery. 

One would naturally expect that old people would 
do worse than young ones, but some heal remarkably 
quickly, e.g . ; 

I A lady, set. 69 years, had pneumonia followed 
by a localised left empyema. Opened May, 1900, 

| it healed in a month. She was seen in July, 1901, 
j and was then quite well, and was certainly well for 
j “a year or two after 1903,” since when nothing 
| has been heard of her. That would be five years, 

! and bring the patient’s age to seventy-four. She is 
probably still alive. 

! A man, aet. 75 years, had influenza and pneu¬ 
monia followed by a large empyema; opened 
January 6th, 1909, it healed in a few weeks, and 
he still keeps quite well, though not quite so strong 
as before his illness. 

Of the cases that heal the great majority remain 
well or have very slight inconveniences left behind. 
A small number have recurrences and some develop 
bronchiectasis. Of the last class I have only notes 
of one example—a man who died, aet. 55 years, 
| twenty-five years after his empyema had burst 
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spontaneously. I will now give some examples of 
the other two classes and then deal with those 
that do not heal: 

A man, set. 55 years, had influenza and right 
pneumonia in January, 1907. An empyema was 
opened on February 2nd; it healed rapidly and 
he remains well. 

A man, aet. about 45 years, had pleurisy in 
June, 1906, and a localised empyema which was 
opened in the right axilla in June* 1906. There 
was also some friction at the left base. He rapidly 
recovered and remains quite well. 

A doctor, aet. 49 years, had right pneumonia. 
Stinking pus was removed by aspiration on the 
sixteenth day. Free incision was made posteriorly 
on the eighteenth day in February, 1904. It healed 
in eight weeks. He is now quite well, but some 
friction at the right base was heard in May, 1905, 
after an attack of influenza. Nothing, however, 
came of it. 

A man who was shot when serving with Mont- 
merency’s Scouts had absolutely recovered from a 
very bad and extensive septic empyema, for which 
I had treated him nine or ten years before, viz. in 
1890. He became a fine, strong, active man, who 
took no precautions with regard to his health. 

A man, aet. 47 years, had a left empyema of 
small size; the pus was stinking. It was opened 
on November 26th, 1900. It healed rapidly, and 
he has had no further trouble. 

A man, aet. 25 years, was shipwrecked in De¬ 
cember, 1899, on his way out to the Boer War. 
Then he had pneumonia and empyema. There 
was much delay in opening the latter, which was 
done in June, 1900. It healed in August of the 
same year and he is now quite well. 

A man, aet. 38 years, broke his clavicle while 
hunting in December, 1898. After three weeks he 
had “ influenza ” and pleurisy. This was tapped j 
abroad. Pus was expectorated in March, 1899, 
but there was great delay in opening the empyema. 
This was done in June, 1899, and though it was 
very extensive and there was a bronchial fistula, it 
healed in seven weeks and he has remained well 
ever since. He now hunts five days a w T 6ek in the 
season. 

A doctor, aet. 48 years, had left apical empyema j 
following influenza; it was opened in the first 
interspace in May, 1893. It quickly healed. He 
had remarkably good health afterwards, and there 


has been no further trouble with this side; but 
after an attack of influenza two years ago a patch 
of dulness appeared on the opposite side, and he 
kept his bed for fourteen weeks. This has left him 
less active than before. 

A man, aet. 2 5 years, had a large right empyema 
following pneumonia caused by a chill. It was 
opened October, 1892. It healed in six weeks. 
He is quite well, except that he cannot take active 
exercise like cricket or rowing because he gets out 
of breath. 

A lady, aet. 30 years, had left pneumonia and 
empyema in March, 1892. It healed in a few 
weeks. She is now well except for attacks of 
asthma and bronchitis, to which she has always 
been subject (and that her breast was removed for 
scirrhus five years ago). 

A man, aet. 39 years, a master at a public school, 
had a bad left empyema following pneumonia 
which was operated on in June, 1891, #. t. eighteen 
and a half years ago, and he reports that his health 
is precarious and that he is liable to bronchial colds, 
but no actual bronchitis or pneumonia. 

A lady, set. about 30 years, a hospital nurse, had 
a septic throat whilst nursing a patient with a 
similar condition in December, 1890. This w r as 
followed by double empyema, possibly pericarditis 
and acute suppuration of one hip. Both pleurae 
and the hip-joint were opened and healed. The 
recovery as regards the chest appeared to be per¬ 
fect and she remains well in that respect; she has, 
of course, a stiff hip, and has developed osteo¬ 
arthritis. 

A man, aet. 54 years in 1887, and had then 
suffered for thirteen years from locomotor ataxy, 
developed a left empyema of moderate size con 
taining stinking pus which had ruptured into the 
lung three weeks before I opened it. Shortly 
after the operation he nearly died of septicaemia, in 
fact, his life was despaired of; but he unexpectedly 
recovered completely as far as his chest is con¬ 
cerned, and is still alive after twenty-two years, 
active in mind but feeble in body; he is very deaf 
and much emaciated, no doubt as a result of the 
morphia which he takes freely on account of the 
constantly recurring lightning pains. 

Amongst this list of thirteen cases there are nine 
who are alive and well after more than nine years, 
of which six have survived the original illness more 
than sixteen and one as many as twenty-two years. 
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It is one that could be added to almost indefi¬ 
nitely, but it is a convenient place to turn to another 
class, namely, those where, as in the last case, a 
fistula exists , and to ask how far this influences the 
prognosis. 

Although it is an undoubted fact that a small 
proportion of empyemata which burst into a 
bronchus recover completely in the course of a few 
days or weeks, and that such a cure may be per¬ 
manent (I have records of one case who remains 
well after seventeen years), it may be stated that 
the majority of them require an external incision. 
But in most of these the fistula quickly closes 
and healing occurs as if there were no such com¬ 
plication. It would be remarkable that such a 
result may be obtained, even though the external 
opening has been long delayed, if we did not re¬ 
member what occurs in the treatment of pulmonary 
abscesses. 

A man, aet. 40 years, began to expectorate pus in 
1885* When I saw him in 1893 (eight years later) 
he was bringing up a teacupful a day. He had 
then copious albuminuria, and much clubbing. 
The opening of a large left empyema was followed 
by rapid closure and recovery of health. I saw 
him two years later and have heard of him since. 
He became very active and lost his clubbing, and 
there was much less albumen, though it did not 
disappear altogether. He apparently passed a 
stone from the right kidney afterwards. I think he 
is still alive, but I cannot trace him. 

It is probable that some of the cases in which a 
permanent fistula remains are complicated with 
bronchiectasis. These may not only survive, but 
retain good health for years. Such a case is that of a 
man, aet. 29 years, whose illness began in 1888 with 
congestion of the lungs and pleurisy, followed by 
mucous and later by bloody and offensive expecto¬ 
ration. I opened a localised left empyema con¬ 
taining air four years afterwards, in 1892, which 
was followed by complete restoration of health. 
He lives in Australia, but I see him from time to 
time. He is in active business, and weighs i3st. 
as compared with 9 st. 61 b. in 1890. The fistula 
is still open. The tube was two inches long when 
I last saw him in 1907. The discharge, which is 
mucous, would cover the thumb-nail on a bad day, 
He washes the tube daily and renews it every three 
months. 

I have seen several cases like this and have 


attempted (unsuccessfully, however) to close the 
fistula. 

But some of them succumb to complications 
after improving for a time. In these one should 
be on the lookout for tubercle. Such a case is 
the following : 

A lady, aet. 18 years, of tuberculous stock, had a 
serous effusion on the left side in 1893, and an 
empyema was opened in June of the same year. 
In November an abscess in the lung was evacuated 
through the original wound. She got much better 
—in fact she enjoyed fair health for ten years, but 
she could not do without a tube or a solid plug. 
She died in 1903 on the sixth day of an attack of 
acute pneumonia. 

I will next consider a small class of cases which 
heal readily and rapidly and remain well for longer 
or shorter periods — months , or perhaps years — 
and then the trouble recurs , and perhaps not only 
once but on several occasions. No doubt a spicule 
of dead bone is sometimes the cause, or a ligature, 
or perhaps a minute piece of necrosed tissue, but 
one often fails to discover such a foreign body. 
One recurrence need cause but little anxiety, but a 
second or third should make one speak doubtfully. 

I have no record of an early patient of mine who 
had repeated attacks, lasting over many years, and 
who at last died of an acute fever out of reach of 
me, and convinced himself that one of his customary 
operations would have saved him. But these are 
examples. 

A man, aet. 57 years, had pleuropneumonia 
April 16th, 1907, and stinking expectoration May 
13th. The empyema was opened May 23rd; the 
contents were very offensive. Recovery was rapid 
and he had good health for two years, viz. till J uly, 
1909, when the empyema refilled with stinking pus 
and a similar material was expectorated. No 
foreign body was discovered. It has not quite 
healed by October 1st. 

A girl, aet. 14 years, had left pleurisy followed by 
empyema in February, 1896, which healed in eight 
weeks and remained well till October, 1897. Then 
for the first time she had offensive expectoration, 
and after a fortnight the empyema was re-opened 
and quickly healed and remained closed for a 
year, when it refilled and healed in eight weeks. 
The process was repeated in December, 1899, and 
in March a small piece of bone came away, but it 
filled again in 1900 and 1901. This time the 
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sinus remained open for three years, her health all 
this time being perfectly good. Soon after, however, 
she had “influenza” and a large abscess in the 
right side, and she died exhausted. (I only saw. 
her once, viz. in 1900.) 

Sometimes recurrence appears to follow expo¬ 
sure. One such case occurred in the person of a 
pioneer in the Congo, who neglected the advice 
that Sir Richard D. Powell and I gave him not to 
return to his duties so soon, and he fell a victim to 
the morphia craze from having been allowed the 
indulgence by a ship’s surgeon. He is not the 
only one amongst my cases in whom a favourable 
prognosis has been thus falsified. 

Sometimes the healing process comes to a stand¬ 
still because the drainage is imperfect or because 
the cavity is too large. The latter condition may 
be anticipated where no adhesions have formed, 
and especially where none exist between the base 
of the lung and the diaphragm, or the inner surface 
and the mediastinum. These most unpromising 
cases result from the rupture of a pulmonary 
infarct, a liver abscess, or something of that sort 
into a previously healthy pleura. The immediate 
outlook here is serious, as, if not quickly opened, 
the patient may die within a day or two. The 
ultimate prognosis is also grave, as the cavity is 
sometimes so large that it cannot be closed by the 
most extensive thoracoplasty . Should the thoraco¬ 
plasty succeed, the prospect is, I believe, as good 
as that of an empyema which has closed by 
natural processes. It should be observed that 
extensive thoracoplasties are not without their 
dangers, such as shock, septic absorption and 
cerebral abscess. 

It will be interesting to inquire as to the future 
of the cases which remain permatiently open . 

One of my earliest was that of a strong young 
labourer whose empyema followed an accident, 
and was opened after the imperfect methods of 
those days in 1876. He was an obstinate man, 
and would never submit to a second operation in 
spite of my urgent entreaties, but continued to 
drain his cavity through a No. 13 gum-elastic 
catheter, which usually stank horribly. For eight 
years he remained in excellent health, in spite of 
contracting syphilis. Then amyloid changes began, 
and he very gradually went downhill; but he was 
certainly alive in 1^92, sixteen years after his first 
illness. 


Another hospital patient, aet. about 25 years, 
whose empyema was opened by Mr. Barker in 
1883, and who was subsequently operated on by Mr. 
Marshall, Mr. Beck and myself, lived till 1890— 
seven years—in spite of the fact that he was of 
drunken habits, and when he lost a drainage-tube 
simply inserted another, so that seven were found 
in his pleura at the autopsy. 

A man, aet. 25 years, who, as far as I know, is 
alive now, told a curious tale. He said he was 
shot through the chest while looking down his pistol, 
which had been surreptitiously loaded by his servant 
in October, 1895. Pericarditis and pleurisy followed, 
and a left empyema resulted which was opened in the 
axilla ; and there was a large cavity discharging 
about two ounces of pus daily and an unexpanded 
lung when I first saw him nine months afterwards. 
I made him a posterior opening, with the result 
that the discharge practically stopped, but the 
lateral incision did not close completely: a minute 
track remained into his practically unaltered pleura. 
In fact he was in the condition of a man with 
pneumothorax communicating by a pin-point open¬ 
ing with the outer air, which he covered with a 
piece of plaster. With this state of things he kept 
in good health, and there was no discharge unless 
he took excessive exercise, such as running to catch 
a train, a few hours after which a few ounces of 
serum would escape, but often nothing would 
appear for months at a time. Unfortunately he 
developed the morphia habit, and was very thin 
when I last saw him. I sometimes wonder whether 
this was not his original complaint, and whether his 
whole story may not be rather apocryphal. 

No doubt this is an exceptional case; most of 
them have a considerable amount of discharge, and 
require at least a daily dressing. In fact they are 
in the condition of the previously recorded case of 
hydatid of the liver, or (only without the essential 
complication) of the next class to be considered, 
viz. tuberculous empyema. They may go on for 
many years, but are always liable to septic absorp¬ 
tion, amyloid changes, osteo-arthritis, cerebral 
abscess,and such complications of prolonged sup¬ 
puration. 

I now pass to the subject of tuberculous empyema . 

Tubercle is the commonest cause of the non- 
closure of empyemata of moderate size ; sometimes 
this is because a calcareous gland, or a calcareous 
plate, or a piece of necrosed bone is hidden away in 
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the depths of the cavity; sometimes apparently it is j 
simply because the tubercld bacillus is present. | 
Perhaps others can say something about the influ- i 
ence of tuberculin injections on the prognosis. I I 
regret that I have as yet no valuable information to 
offer. 

Some tuberculous empyemata or empyemata in ; 
tuberculous subjects close after incision. I have 
already given one case. Here are some others. 

A doctor, aet. 40 years, had left pneumonia 
followed in three weeks by empyema posteriorly, 
which was opened in February, 1896. There were 
physical signs at the left apex in front of doubtful 
significance. Tubercle bacilli were present in the j 
pus of the empyema and also for some time in the | 
sputum. But he has made a perfect recovery, has 
left the profession, and lives an open-air life to his 
own entire satisfaction. 

A lady, aet. about 20 years, and said to be 
“ intensely scrofulous/’ had pleurisy and pneumonia 
in 1882. She no doubt had an empyema which j 
burst into the lung at that time, and externally , 
under the left breast four years later in 1886. I 
opened the cavity freely in 1887, which was 
followed by stoppage of the expectoration and great 
improvement of health. A posterior opening was 
made in 1888, and the whole thing closed in 1889, 
since which she has enjoyed very good health. 

It is now twenty-seven years since her first pleurisy. 

I have no positive proof that she was tuberculous; 
the family history suggests it strongly, but she goes 
back to the days before we were on such intimate j 
terms with the tubercle bacillus as now. 

But even when the cavity remains open the 
patient may live for many years. 

One patient who was very tuberculous and whose 
right empyema formed copious calcareous plates 
lived certainly more than twelve years after it was 
opened, and died, set. 46 years, of acute pneumonia 
of the opposite lung. He lived a useful and happy 
life, in spite of his daily dressings and the involve¬ 
ment of one kidney and testicle with tuberculous 
disease. 

A man, set. 42 years, had had phthisis (or two 
years or more when I opened a large right empyema 
in March, 1907. He has now a very large cavity 
but a small amount of discharge. He has a good 
appetite and is well nourished, and leads an active 
country life without at present showing any sign of 1 
amyloid degenerations. 


But, though these results are not uncommon, it 
is not safe to prognosticate too favourably for such 
people. It is fortunate, however, that one can 
honestly tell them, or at all events their friends, 
that a comparatively comfortable and possibly a 
prolonged life may be in store for them, and 
unnecessary to dwell upon the fact that an exten¬ 
sion of the tuberculous process to other parts not 
infrequently occurs. 

Estlander’s operation is, in my experience, risky 
and seldom successful in tuberculous cases even 
if the cavity be small. Still, as it occasionally 
succeeds, one is sometimes tempted to offer the 
chance, but it is certainly not right to speak con¬ 
fidently about the result. 

Perhaps the most remarkable case of empyema 
depending on the presence of tubercle which 1 
have seen is that of a man, aet. 24 years, which 
may be thus summarised. He had right brachial 
neuralgia in August, 1887, followed by left serous 
effusion which resulted in an empyema, which healed 
slowly after two operations. About 2^ years after his 
first illness he had haemoptysis, from which he ulti¬ 
mately died, and it was found that a calcareous gland 
had ulcerated both into the aorta and the trachea. 

Caries of the spine is not a common cause Oi 
empyema, and when the combination does occur 
the prognosis is certainly worse than that of un¬ 
complicated Pott’s disease. But even these cases 
are sometimes remarkably chronic. 

One patient of mine, now aet. 49 years, had 
pleurisy in 1889 (twenty years ago) and has sur¬ 
vived numerous operations, including the evacua¬ 
tion of two huge gluteal abscesses that had tracked 
down from the spine. His empyema is still open, 
but he enjoys remarkably good health notwith¬ 
standing this inconvenience. 

So much time has been devoted to diseases of 
the pleura that I must pass on to pulmonary 
conditions and then bring my discourse to a close. 

And first with regard to bronchiectasis . 

I pass over bilateral cases because they seldom, 
if ever, admit of surgical treatment. We have to 
deal with unilateral bronchiectasis depending some¬ 
times on the temporary or permanent lodgment of 
foreign bodies, and sometimes on other preceding 
diseases of the lung or pleura. 

I will begin by reciting briefly a few cases 
showing how long they may go on and to what an 
extent improvement may take place. 
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A child, aet. 3 years, in 1887 inspired the 
vertebra of a rabbit whilst being fed with mulli¬ 
gatawny soup. I incised his lung in 1888 and he 
coughed up the bone in 1889. In December, 1895, 
he still had signs of a cavity at the right base, 

I oz. of muco-purulent expectoration daily, and | 

clubbed fingers. The last account of him is that j 
he is a good-looking young man, and was married j 
a year ago. It is now twenty-two years after the 
castastrophe. ' 

A man was admitted to University College 
Hospital in 1897, aet. 17 years, with extensive 
bronchiectasis caused by the inspiration of the peg 
of a peg-top in the left lung. A year after the peg 
escaped through my incision. In 1901 he was still 
wearing a tube, and there was a good deal of 
offensive discharge and expectoration; he had had 
four or five attacks of haemoptysis during the 
previous six months, and there was much clubbing 
of fingers. He is now said to be wonderfully well, 
is married and has two children, and is employed 
as a clerk on the railway. Further inquiries, 
however, show that the wound is still open, and 
discharges about ii oz. daily. He empties his 
cavity once in twenty-four hours, the amount being 

I I oz. For the rest of the day he is free from 
cough. He wears the tube by day but leaves it j 
out at night. There has been no haemoptysis for 
twelve months. The clubbing persists. There I 
are still physical signs of a cavity. It is now 
twelve years since the accident. 

A lady, set. between 50 and 60, choked while 
eating Irish stew in October, 1904, and developed j 
bronchiectasis at the base of the right lung with | 
hardly any physical signs but recurrent febrile 
attacks. These have ceased, but the cough and 
expectoration continue. She usually has more than 
one exhausting attack a day followed by complete 
relief. If not there is a constant nagging cough. 
She has occasional attacks of bronchitis. 

A man in February, 1891, at the age of years, 
inspired an ivory stud into the left lung, which 
was expectorated in the end of March. He 
developed bronchiectasis, and when I saw him 
three years afterwards, in 1894, the physical signs 
were marked on the left side, but crackles were 
also to be heard on the right side. Since then I 
have not seen him, but I hear that he has grown 
up, and though he is rather pale and slight and not 
well developed, he is actively engaged in business 


which is partly manual, and that he flies about the 
country on a motor bicycle. He has had very 
little medical attendance during the last ten years. 
There are still signs of a cavity and he has to 
empty himself twice a day, but in the intervals has 
very little cough. Sometimes he gets a catarrh 
which pulls him down, and the last two or three 
springs he has taken trips to the Canaries or 
Egypt. There is still marked clubbing. He very 
frequently spits up some blood, but as he is very 
I reticent and never sees his doctor it is impossible 
I to say what this comes to. When asked how he 
feels he always says, “All right.” It is eighteen 
years since the stud was inspired. 

A man, aet. 40 years, in 1890 coughed up a 
small quantity of bright blood without any effort 
while eating a damson as he was sitting by the fire 
after tea. He thought himself quite well at the 
time. He has, however, had a cough and ex¬ 
pectoration ever since and attacks of haemorrhage, 
at first slight and infrequent, but now more fre¬ 
quent and often most alarming. In 1902 the 
physical signs at the left base appeared most 
clearly to indicate the presence of a cavity. I 
removed parts of several ribs over the spot before 
exploring the lung, because the risk of haemorrhage 
appeared so great. No cavity was, however, found, 
and at a subsequent puncture, when the patient was 
' not anaesthetised, he almost died of haemorrhage. 
He is still in the same condition—that is, he is 
well nourished and has a good appetite. But he 
has much cough and expectoration and frequent 
attacks of haemoptysis which are often alarming. 
He has to keep to the house in winter, but gets 
out in the fine weather and has recently much 
benefited by a trip to Bournemouth. 

But I must not weary you with details of other 
cases, such as that of a lady, now aet. 44 years, 
whose trouble immediately followed a dental opera¬ 
tion and who had haemoptysis, often severe. At 
the moment she appears to have been cured by 
the removal of portions of several ribs over the 
affected portion of lung and the drainage of an 
abscess, and it is now eleven years since her illness 
began. 

Or of a lawyer, now aet. 50 years, who after 
various operations on his nose developed bronchi¬ 
ectasis on the left side, and who also had serious 
haemoptysis, and whose principal abscess I drained 
in 1903. There is now only a short, dry track 
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lined by skin and mucous membrane by which his 
bronchus communicates with the external air. 
Over this he keeps a piece of plaster, and is only 
inconvenienced in arguing a case by the weakness 
of his voice. 

Or of that reported by Dr. C. T. Williams and 
myself in the ‘Transactions of the Royal Medical 
and Chirurgical Society’ in 1886, in which a cure 
was effected by operation; or of a recent similar 
case in hospital of a small boy who appears to be 
completely cured. 

Or of a man, last seen in 1907, who was then aet. 
28 years, and whose trouble began at the age of 
two. He was then in fair health and talked of 
managing a sugar factory. 

Or of a young lady, now aet. 25 years, whose 
trouble started twelve years ago with pleurisy, and 
who now enjoys moderate health, though there are 
still signs of a cavity at the right base and crackles 
are heard on the other side. 

Trying to summarise my experience it appears— 

(1) That patients with considerable bronchiec¬ 
tasis, whether operated on or not, may live for a 
great many years in spite of the continuance of the 
expectoration. 

(2) That severe and recurrent haemorrhage is a 
common symptom. But I have only known one 
patient die as a result of it, and that was an old 
man with a very septic state of things, whose lung 
I had freely incised. 

(3) That in some cases, such as very localised 
# ones or those caused by the inspiration of foreign 

bodies, drainage of the abscess may effect a cure, 
but more often attempts at surgery only lead to 
temporary relief. 

I have no personal experience of the removal of 
the affected portions of lung, but such operations 
are reported from Germany and with a measure of 
success, and, it must be added, with an appreciable 
mortality. 

(4) The risks of operation are septic absorption 
including cerebral abscess and haemorrhage. 

It would be interesting to hear what is the 
chance of life in the purely medical cases; of these 
I have seen a considerable number, but usually 
only once, and have had no means of following up 
their after - history. The late Dr. Schorstein 
(‘Lancet,’ September 18th, 1909, p. 843) gives the 
cause of death in sixty-three cases who were ad¬ 
mitted to the Brompton Hospital between 1882 


and 1904. This does not help much in the 
matter of prognosis, because he does not give the 
duration of the disease, and of course we have no 
account of those people who endure bronchiectasis 
—say like the gout—as one of the accidents of life, 
and who do not come into hospital to die of it, and, 
in fact, perhaps die of old age or some other com¬ 
plaint. There are, however, three points of much 
interest: One is prepared to find that the largest 
number of deaths—seventeen—were from broncho¬ 
pneumonia, but it is startling to see that thirteen 
died of cerebral abscess, and instructive that four 
died of haemoptysis. 

In speaking of localised pulmonary abscess we are 
again not concerned with those cases which die 
outright, whether opened or not, such as some of 
those which occur during an acute pneumonia or 
some secondary septic cases. Nor need we con¬ 
sider the ordinary tuberculous apical vomicae. The 
point of interest now is the after-history of such 
localised abscesses as arise in connection with 
pneumonia or embolism, or the bursting into the 
lung of abscesses from other parts, or the presence 
of foreign bodies and a very small number of 
tuberculous cases. 

I think I have only seen one basic tuberculous 
cavity close after incision. The others have bene¬ 
fited by operation only in so far as the expectoration 
was diminished. Otherwise the disease has followed 
its natural course. 

I have seen several cases where what was dia¬ 
gnosed as small pulmpnary abscesses, which 
exploration failed to discover, were expectorated, 
and this was followed by apparently complete 
recovery. 

And I can produce the histories of several 
cases where, when a localised pulmonary abscess 
has been successfully* reached, cure has followed, 
and the patient has remained well for many years. 
I believe, indeed, that such patients are no worse 
off than they were before. 

Here are some examples : 

A lady, aet. 43 years. An operation was per¬ 
formed on the nose in November, 1899. Very soon 
afterwards cough set in, and there was a disagreeable 
taste in the mouth. The following month a foetid 
expectoration began, with symptoms and signs of 
gangrene of the anterior and upper part of the left 
lung. I opened an abscess near the apex of the 
lung in June, 1900, and in October had to re-intro- 
duce the tube. The abscess closed in the course 
of 1901. She has enjoyed the best of health since 
—that is, ten years since the trouble began. 

A man, aet. 26 years, had an abscess of the liver 
unsuccessfully explored in May, 1899. Expectora¬ 
tion of pus like liver pus followed in July. Before 
I saw him he had had both pleurae and both 
subdiaphragmatic spaces explored. I found an 
abscess in the left lung at the angle of the scapula 
and opened it in March, 1900; the wound was 
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healed by November 27th, 1900. He is now 
perfectly well, having spent four and a half of the 
intervening nine years in India, and being now in 
the active pursuit of his profession. 

A doctor, aet. 46 years, had enjoyed excellent 
health in India with the exception of an occasional 
attack of ague. He had “ influenza ” in March, 
1896, was much exposed in the jungle on a 
shooting expedition in April, had a rigor on May 
1 st, and from that date till he was seen by Dr. 
Bruce and myself in September he always had a 
high evening temperature. On May 5th he expec¬ 
torated some pus, and this continued and became 
foetid, containing black pieces in which were found 
very long, rod-shaped bacilli. He had an abscess 
in the apex of the right lung which I opened on 
October 9th. The temperature came down gradu¬ 
ally, but he was healed in the early part of 1897, j 
and sends me annually at Christmas time a report j 
of his excellent health, in which his only complaint 
is that he gets too stout in spite of much exercise ! 
in a hot climate. j 

A lady, of whom I have no notes, had for years 
occasional attacks of fever accompanied by very I 
offensive expectoration, small in amount, which I 
appeared to come from the base of the right lung. 

I explored very thoroughly, but could not find it. ( 
It is now several years since there has been any | 
attack of the sort, and she has apparently quite 
recovered. It should be added that she had one | 
or two attacks much resembling appendicitis, and I 
it is possible that this may have been the source of 
the pus. ’ I 

The cautious prognostician will not forget that 
it is not only in the case of serous effusions but | 
also in that of empyemas and pulmonary abscess 
that carcinoma and actinomycosis have to be j 
thought of. 

I have opened a pulmonary abscess in a man, ! 
aet. 64 years, and failed to discover till many months 1 
afterwards that it started from a carcinoma. 

And I have treated an empyema in the Brompton 
Hospital till the patient died with cerebral sym¬ 
ptoms which were naturally supposed to be due to 
abscess, but really depended upon secondary malig- I 
nant growths in the brain, the primary tumour 
being in the thorax. I 

As to actinomycosis, it is a fruitful cause of error, ' 
and nothing but great watchfulness will prevent 
mistakes, which not only endanger the chances of I 
the patient but the reputation of the doctor. 

Perhaps I shall be thought to be giving too 
hopeful an account of the probable future of 
patients after a pulmonary abscess. It is impos¬ 
sible to say that some cases of bronchiectasis 
following obscure pulmonary conditions may not 
depend upon such a cause ; but I have no facts to 
offer pointing in this direction. 

I wish I could give any guide as to the likelihood 
of the occurrence of cerebral abscess y which so 


comparatively often steps in to blast the most 
hopeful prospects. I have seen it occur in what 
appeared to be ordinary straightforward cases of 
empyema, in bronchiectasis, both acute and chronic 
(but only after operation), in gangrene of the lung, 
and in several cases of abscesses of the lung caused 
by the bursting upwards of an abscess of the liver. 
In the ‘ Lancet’ of September 18th, 1909, is 
published a valuable contribution to this subject 
by the late Dr. Schorstein, in which he gives 
details of nineteen cases of cerebral abscess, four¬ 
teen of which were associated with bronchiectasis, 
and of these only five had been submitted to 
operation. With all its interest, the paper does 
not help us in forming a prognosis, except in so 
far as it suggests that of all the diseases under 
discussion bronchiectasis is the most likely to be 
followed by cerebral abscess. We must not, how¬ 
ever, accept the proportion of fourteen out of 
nineteen as not open to doubt, for it must be 
remembered that secondary pulmonary abscesses 
such as those starting in abscess of the liver do not 
often find their way into the Brompton Hospital. 
As is well known, those abscesses are often multiple 
and often difficult to localise. I have, however, 
opened several, but so far without a single success. 
One does not mention this bugbear in giving a 
prognosis, but it is a shadow in the background for 
those who have much to do with thoracic surgery, 
making them anxiously examine the pulse and 
temperature of any suppurating case who unex¬ 
pectedly complains of a headache. Cerebral 
abscess is the end of all prognosis, and it may 
supervene after many years. I do hot say that this 
last case I will quote is an example, as the com¬ 
plicated problem was neither cleared up by an 
operation or an autopsy. 

A lady at the age of 19 had left pleurisy during* 
typhoid fever, which was followed by an abscess 
that burst in the axilla and which certainly came 
from inside the chest, though Sir James Paget 
thought it might have arisen from typhoid necrosis 
of a rib. I operated on it seven and again nine 
years later in 1884 and 1886, but it never healed. 
In 1890 she struck the right side of her head 
against the iron bar by which a shop lamp was 
suspended, and she was insensible for a quarter of 
an hour. In 1897 ovariotomy was performed. In 
1898 she had a sudden seizure followed by cere¬ 
bral symptoms. There was much pain at that 
part of the head which had been struck eight 
years before, and the left arm became paralysed. 
But she refused operation and died three weeks 
afterwards, but without signs of coma, as it was 
thought of cerebral abscess. She was then aet. 
38 years, and had survived her attack of pleurisy 
nineteen years. 

“ What an unscientifically and unsatisfactorily 
reported case ! ” it may be said. “ What a striking 
illustration,” I reply, “of the difficulties that beset 
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the conscientious prophet.” How many life- \ 
histories even when properly studied to the end ; 
are so complicated that they do not help us in our | 
auguries! So much indeed is this the case that 
one is sometimes tempted to give up the calling , 
in despair. And yet it has its fascinating side, 
especially for those of us who are no longer in the 
heyday of youth ; because, while those who are j 
may be better fitted for striking out into new fields, 
it is absolutely impossible for them to have gathered 
the facts which will entitle them from their own 
knowledge to admission into the “goodly fellow- j 
ship.” I would, therefore, encourage my con- ( 
temporaries and senior colleagues to add, as only 
they can do, to the interest and value of our meet¬ 
ings by bringing us their matured conclusions, 
and to impress upon my juniors the importance of 
careful note-taking, including records of the abodes j 
of their patients and the doctors who attend them, 
so that when they (as in a few short years they | 
will do) step into our shoes, their “ old experience ” 
may “attain to something like prophetic strain.” 

November 1 st, 1909. 


A CLINICAL LECTURE 

ON 

RETENTION OF MENSES. 

By HENRY RUSSELL ANDREWS, M.D., 
B.S.Lond., M.R.C.P.Lond., 

At the London Hospital. 


Gentlemen, —I want to talk to you this afternoon 
about retention of menses. I thought that the 
best thing to do would be to select some cases of 
patients who have been under my own care in the 
last few years and talk about them rather than give 
a cut-and-dried lecture. 

The only common cause of retention of menses 
is a septum in the vagina. This is usually situated 
just above the hymen, sometimes being apparently 
blended with the hymen, the so-called imperforate 
hymen, but may be found higher up the vagina, i 
If the septum is across the orifice of the vagina the I 
condition is easy to treat, but if it is situated higher 
up difficulty will be experienced in preventing con- j 
traction of the scar-tissue resulting from its incision , 
or excision. This difficulty is greater when the ob¬ 
struction is caused, not by a simple septum, but by 
a broad atresia, two inches or more or even the 
whole of the vagina being absent. If the greater 


part of the vagina is free to become distended with 
the retained blood it is probable that the uterus 
and tubes will be unaffected, but if there is not 
much or any room in the vagina, haematometra and 
haematosalpinx are likely to occur. The treatment 
of these conditions calls for more severe operative 
treatment than that of an uncomplicated haemato- 
colpos. 

If the septum is low down the treatment is simple, 
provided that the retained blood is only in the vagina, 
as it is in the majority of such cases. The vagina is 
capable of such great dilatation, as is seen in 
labour, that it is comparatively rare in such cases to 
find any distension of the uterus or tubes. Ab¬ 
dominal examination shows that the uterus, not 
enlarged, is perched on top of the swelling formed 
by the distended vagina. Examination under an 
anaesthetic will generally prove this even if examina¬ 
tion without an anaesthetic is unsatisfactory. The 
treatment is to make a free incision through the 
septum with careful antiseptic precautions. If the 
septum is thin and membranous a simple incision 
is usually enough, but if it is thick and skin-like a 
crucial incision followed by snipping off the corners 
will be necessary to make a permanent opening. 
It is seldom necessary to apply sutures or ligatures 
on account of bleeding. The retained blood, 
usually coppery or chocolate-coloured and tarry in 
consistence, is sometimes under considerable 
tension, and may be ejected with a good deal of 
force if the patient strains. When it ceases to flow 
freely the vagina should be swabbed out, and the 
patient should be put back to bed with an aseptic 
dressing over the vulva. I see no objection to 
washing out the vagina at once if the uterus is not 
distended. 

A. B—, aet. 17 years, was admitted complaining 
of a heavy bearing-down pain for the last five days. 
For four days she had noticed an abdominal 
swelling. She had not menstruated. 

Abdominal examination .—A large swelling rises 
out of the pelvis, rather more on the left side than 
the right, reaching up to the umbilicus. It is 
tender and slightly movable. 

The external genitals are normal. Just above 
the hymen is a thin septum bulging down into the 
vulva like a ripe plum. 

Diagnosis .—Haematocolpos. 

Under an anaesthetic the body of the uterus, of 
normal size, could be felt perched on the top of 
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the swelling. There was no swelling to be felt on 
either side of the uterus. 

The septum was incised freely, and about i£ 
pints of dark chocolate-coloured fluid escaped. 
The vagina was swabbed out, and a gauze pad was 
applied to the vulva. Douches of saline solution 
were given for the first few days. 

The patient had no pain or pyrexia after the 
operation and menstruated normally afterwards. 

This is an absolutely typical “ text-book ” case 
of retention of menses. We have had several such 
cases in the hospital in the last few years. 

It is remarkable that this girl had had so little 
pain with so large a quantity of retained blood. 
It is not uncommon to get a history of recurring 
monthly pain in such cases, extending over a period 
of several months. Some patients notice that the 
abdominal swelling increases in size during the 
attacks of pain, and diminishes again in the 
intervals. A haematocolpos containing a pint or 
more of fluid not infrequently causes difficulty in 
micturition or even retention of urine—a symptom 
which has decided one or two patients to seek 
advice. 

The main points in the treatment of haemato- 
colpos are to make a permanent opening and to 
prevent infection. I have seen two cases in which 
an insufficiently free opening was made in the 
septum. In both of them there was decomposition 
of retained fluid above the septum. I will read the 
notes of one of them. 

C. D—, aet. 16 years. Had complained of pain 
in the lower part of the abdomen for about a year. 
Seven weeks before admission she had been ope¬ 
rated on at another hospital for retention of menses, 
the septum being perforated by a trochar. Since 
then she has had an offensive vaginal discharge. 

Per vaginam a transverse septum was found 
about an inch above the vaginal orifice. In this 
septum was an opening which admitted a good- 
sized catheter. A crucial incision was made 
through the septum, opening up the vagina freely, 
and a large quantity of very foul-smelling pus 
escaped. The vagina above the septum was mnch 
distended. A large tube was inserted and the 
vagina was douched out daily. For the next four 
weeks there was irregular pyrexia and some abdo¬ 
minal pain. The patient eventually did well. 

If the septum is higher up in the vagina it is 
practically certain that simple incision or even ex¬ 


cision will not make a permanent opening. Even 
though the operator may be able to insert two or 
three fingers into the upper part of the vagina at 
the time of the operation, the raw surface will con- 
! tract down in a few weeks’ time so that only a 
narrow opening is left, possibly too narrow to allow 
of the escape of blood. Some of these patients 
wear some form of vaginal pessary, removal of 
which for cleansing and reinsertion causes a good 
deal of pain and distress. A better method of 
preventing cicatricial contraction is to graft the 
raw surface. 

E. F—, aet. 14 years. Three months before her 
admission under my care she had been treated for 
haematocolpos. She had been quite well until a 
j month before this, and had then begun to complain 
of severe colicky pain in the lower abdomen, which 
gradually grew worse. She had not noticed any 
swelling, but on* examination a rounded, tense, 
elastic swelling was found in the right iliac fossa. 
A septum about £ in. thick was found in the vagina 
about 1} in. above the orifice. This septum 
was perforated by a pair of forceps and a large 
quantity of tarry blood escaped. For the next fort- 
j night there was some discharge of blood, but after 
this until her admission under my care there was 
! no further discharge. 

She had complained of severe abdominal pain 
for ten days and of a feeling as if something was 
trying to force its way out of the vagina, 
j Abdominal examination .—A tense, rounded, 
smooth swelling was felt to the right of the middle 
line, reaching up to just above the pubes. 

Per rectum a large cystic swelling was felt prac¬ 
tically filling the pelvis. 

Per vaginam a septum was felt about in. 
above the orifice, and above this was a cystic 
swelling the size of a foetal head. Perched on 
top of this swelling could be felt the uterus, of 
normal size. 

I steadied the septum with forceps and excised 
it with scissors, evacuating a large quantity of 
blackish-red viscous fluid. The cervix was normal. 
A glass tube was inserted into the vagina and the 
cavity was irrigated with tincture of iodine and 
water. Three weeks later the lumen of the vagina 
where the septum had been was not larger than 
the thickness of a penholder. I dilated it and 
sewed over the raw surface a portion of vaginal 
mucous membrane, removed by colporrhaphy from 
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another patient. A glass tube was inserted to help 
to keep the graft in place. This tube was removed 
a week later, when it was found that the graft had 
effected good union. 

Although such grafting may prevent contraction 
to such an extent that menstruation and even 
sexual intercourse may be possible, it is doubtful 
whether it would be safe to allow natural labour to 
occur. It would be safer to perform Caesarean 
section rather than to let the patient run the risk 
of severe vaginal laceration. 

An interesting and unusual case of retention of 
menses was in the hospital recently under the care 
of Mr. Rigby, who transferred the patient to my 
care. 

G. H—, aet. 18 years, was admitted with the 
following history: 

Ill two years, getting worse the last few weeks. 
Up till two years ago the bowels were open daily. 
Lately they have been open much less frequently, 
sometimes only twice in a fortnight. For two years 
she has had abdominal pain, on and off, lasting 
sometimes for a week, sometimes for one day. The 
pain has had no relation to the menstrual periods. 
There has been no vomiting. She has had head¬ 
aches frequently. During the last few weeks there 
has been difficulty in micturition. Catamenia 
regular; began two years ago, last two or three 
days. The amount lost is normal. The last 
monthly period was two weeks ago. 

She is a stout, well-developed young woman. 

Abdominal examination .—There is a large, tense 
swelling in the abdomen, extending from the pubes 
to the umbilicus, occupying the whole of the middle 
of the abdomen. It is movable from side to side. 
It is tender, dull on percussion, and does not 
fluctuate. 

The patient has only been aware of this swelling 
for about six weeks, during which time it has in¬ 
creased in size rapidly. 

Per rectum a large, round, cystic swelling is felt, 
practically filling up the pelvis. 

Mr. Rigby saw the patient and noticed a small, 
harder portion of the tumour near the umbilicus. 
He thought that the tumour was a large broad- 
ligament cyst. He asked me to see her, and I 
agreed with the physical signs as felt on abdominal 
and rectal examination. 1 found that the vaginal 
orifice admitted one finger without causing the 
patient any distress, so I made a vaginal examina¬ 
tion. A cystic swelling, filling the pelvis, bulged 
the wall of the vagina on the right side downwards. 
The whole of the vaginal wall could be felt on the 
right side, but on the left there was an angle 
between the swelling and the left vaginal wall into 
which the finger was not long enough to penetrate. 
The cervix could not be felt, but I thought that it 
was probably situated high up on the left side. I 
thought that the tumour was a right-sided broad- 


ligament cyst burrowing down deeply into the base 
of the broad ligament. 

Mr. Rigby opened the abdomen a day or two later 
and found a most interesting condition of things 
The tumour was a large red cystic swelling, at the 
top of which was a normal fundus uteri. Attached 
to the upper part of the left side of this swelling 
was a uterus, normal except that it was elongated, 
I incised the swelling, which was bulging into the 
vagina, from below, and let out a very large 
quantity of thick, discoloured blood. Meanwhile 
Mr. Rigby examined the Fallopian tubes, and 
found that while the left tube was normal the right 
was distended to the size of an ordinary English 
sausage. He removed this (shown), leaving the 
ovary behind. The right half of the uterus sank 
lower down and became very much diminished in 
size. I inserted a large rubber drainage-tube into 
the distended uterus from below, while Mr. Rigby 
closed the abdominal cavity. The tube was 
removed four days later. The patient made a very 
good recovery. I examined her three weeks later 
and found the left cervix in the normal position. 
The opening that I had made was at the right side 
of the vaginal vault. The finger, pushed in through 
it, went into the cavity of the body of the right 
half of the uterus, there being no appreciable con¬ 
striction to mark the junction of body and cervix. 

There was a single vagina and double uterus. 
The left uterus had been menstruating normally, 
but there was no communication between the right 
uterus and the vagina. Consequently the right¬ 
sided uterus and the right Fallopian tube had 
become distended with retained menstrual blood. 

The diagnosis was difficult in this case because 
the history of regular and painless menstruation 
prevented one from considering the question of 
retention of menses. I thought that the intra- 
pelvic physical signs were distinctly unusual for a 
burrowing broad ligament cyst, but I had not the 
slightest suspicion that there was a double uterus 
until the abdomen was opened. Possibly the 
presence of the small firm mass at the summit of 
the tumour, to which Mr. Rigby drew attention, 
ought to have suggested this. 

I have here some other specimens of double 
uterus from the museum (described). 

In cases where there is certainty or probability of 
the uterus or tubes being distended with blood it is 
dangerous to let out the fluid from below without 
opening the abdomen. If the tubes are dilated 
they are probably adherent, and the alteration in 
their position caused by evacuation of the blood 
retained in the upper part of the vagina and uterus 
would be likely to cause rupture into the abdominal 
cavity. 

I. J—, set. 17 years. For the last three or four 
months she has complained of cramp-like pains in 
the lower abdomen. She has not menstruated yet. 

Abdominal examination .—There is a large swell- 
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ing rising out of the pelvis, reaching almost up to 
the umbilicus, freely movable from side to side. 
At the summit of the swelling is a mass of harder 
consistency. On the right side of the main 
swelling is a separate tumour in the right iliac 
fossa. 

The left side of the lower abdomen is free. 

The external genitals are normal, but there is no 
vaginal orifice. 

Per rectum a cystic swelling can be felt, ex¬ 
tending down to within about two inches of the 
vulva. A catheter in the urethra is felt plainly 
by the finger in the rectum. 

The case was evidently one of occlusion of the 
lower part of the vagina, with retention of men¬ 
strual blood in the uterus and upper part of the 
vagina. It was highly probable that the right 
Fallopian tube was distended with blood. 

I opened the abdomen and found that the uterus 
and upper part of the vagina were distended with 
blood. It was difficult to say where the haemato- 
metra merged into the haematocolpos. The right 
Fallopian tube was distended with blood to the size 
of a small pear, adherent to a small ovarian cyst 
(shown). These were both removed. The left 
tube and ovary were healthy. All the contents of 
the abdomen were stained with blood, which had 
evidently leaked out of the abdominal ostium of 
the left tube. As the left ovary and tube were 
healthy I was unwilling to remove the uterus. I 
covered up the abdominal wound, put the patient 
in the lithotomy position, and made an incision 
between the anus and urethral orifice; then dissected 
upwards between the rectum and urethra with my 
fingers and blunt-pointed scissors until I reached 
the dilated upper portion of the vagina. About two 
pints of blackish, thick, treacly blood escaped. 
Meanwhile I looked inside the abdomen to see 
that no blood escaped into its cavity from the left 
Fallopian tube. The vagina was douched out, the 
abdominal wound closed, and then the vagina was 
drained with gauze. This was removed next day 
and a large rubber tube inserted in its place. 

Eleven days later an attempt was made to draw 
down the vaginal walls and suture them to the skin 
of the vulva. There was so much tension, however, 
that it was found necessary to dissect up two flaps 
from the skin and mucous membrane of the vulva 
and to tuck these into the vagina, when it became 
possible to cover all the raw surface. The vagina was 
packed with gauze, which was removed a few days 
later, a glass tube being inserted. When she was 
discharged she had a vagina entirely lined by 
mucous membrane or skin, but rather narrow at its 
lower part. Unfortunately I have not seen her 
again, as she has changed her address and cannot 
be traced. 

Some authorities would say that I adopted the 
wrong treatment in this case, and that I ought to 
have removed the uterus, and some would go so 


far as to say that I ought to have removed the left 
ovary as well. It is certain that this patient cannot 
have a normal labour if she becomes pregnant, but 
I should much prefer not to unsex her, to give her 
a chance of marriage, and to perform Caesarean 
section if she becomes pregnant, rather than to 
remove a healthy uterus, ovary and tube, and make it 
practically impossible for her to become a wife and 
quite impossible for her to become a mother. 

An interesting point in this case is that blood 
had escaped from the left Fallopian tube into the 
addominal cavity without doing any harm. There 
were no adhesions. 

In the next case that we will consider there was 
not only total absence of the vagina, but also com¬ 
plete atresia of the cervix—a very rare condition. 

K. L—, aet. 17 years. Has never menstruated. 
For the last two and a half years has had pain in 
the abdomen, back and legs every month. This 
pain has been very severe lately and has lasted for 
a fortnight at a time. 

Abdominal examination .—Two swellings can be 
felt, one hard and elastic, above the right Poupart’s 
ligament, the other, cystic and about the size of a 
foetal head, in the umbilical region. 

The external genitals are normal. Just behind 
the urethral orifice is a small dimple, but there is 
no vaginal orifice. Per rectum there is no evidence 
of haematocolpos. 

Diagnosis .—Haematometra and haematosalpinx. 

The abdomen was opened, and a large left-sided 
haematosalpinx was removed together with a small 
ovarian cyst which was adherent to it. The right 
tube was also distended with blood. It was 
removed and an attempt was made to save a portion 
of the right ovary. The body of the uterus was 
enlarged and elastic, evidently containing blood, so 
I decided to remove it. This part of the operation 
was very difficult as the cervix was adherent to the 
bladder, and an indurated finger-like mass ran from 
the cervix to the right side of the pelvic wall, 
adherent to the ureter and to the iliac vessels. In 
separating this indurated mass from the iliac vessels 
a little old tarry blood escaped. No trace of 
vagina could be seen or felt. The raw surfaces 
were covered with peritoneum and the abdomen 
was closed. 

The patient’s pulse was rapid and her temperature 
raised from the next day onwards, and she died on 
the eighth day after the operation, apparently from 
peritonitis. No post-mortem examination was 
allowed. The termination was most disappointing, 
as I had fully expected her to do well, and could 
not explain the occurrence of peritonitis. 

I show you the two dilated tubes and the 
haematometra. There is no trace of a cervical 
canal. Running outwards from the right side of the 
cervix is a chain of swellings the size of small 
marbles, filled with old blood-clot. 

November 1 st } 1909. 
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THE TREATMENT OP FRACTURES, WITH 
SPECIAL REFERENCE TO MISTAKES 
THAT MAY LEAD TO LITIGATION.* 

By C. MANSELL MOULLIN, M.D.Oxon., 
F.R.C.S.Eng., 

Consulting Surgeon London Hospital. 


Mv first wish is to offer you my sincere thanks for 
the honour you have done me in inviting me here 
this afternoon. My next is to acknowledge the 
high compliment you paid me when you suggested 
such a subject as the treatment of fractures, with 
especial reference to mistakes that may lead to 
litigation. I am afraid I can do little more than 
touch upon its fringe. To deal efficiently with 
such a topic would require a clear and perfect 
understanding of the working of the judicial mind, 
as well as a thorough acquaintance with fractures 
and all the ills that may result from them. The 
former is beyond me. I am bound to leave it 
alone. It is not a matter of choice, but of necessity. 
There are some things which it is wisdom not to 
attempt, and an explanation of the way in which 
decisions are arrived at in courts of justice where 
medical and surgical matters are concerned is one 
of them. The latter may appear to be more 
complex, but it is at least intelligible. 

It has been laid down, though I am not quite 
sure that agreement upon this point is universal, 
that medical men are not liable to any penalty for 
an honest and genuine mistake. In other words, 
we are not expected to be omniscient. So long as 
the degree of skill displayed by a practitioner in 
the treatment of a fracture does not fall below a 
certain standard set by a judge who does not 
know anything about surgery, he is held to be 
exempt. This at first sight seems to be just and 
reasonable. No one claims to be exempt from the 
consequences of neglect or carelessness. But the 

* Delivered before the City Division, Metropolitan 
Counties Branch, British Medical Association. 
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safeguard is far more apparent than real. It does 
not,, for example, prevent the plaintiffs counsel 
doing his best to confuse all the issues of the case, 
and, as I have seen myself, bringing the whole 
force of his eloquence to bear upon the particular 
line of treatment adopted—a matter upon which 
his statements were as valueless as they were dog¬ 
matic—in the hope of drawing the minds of the 
jury away from the question of neglect; and it does 
not protect a medical man from having a vexatious 
. and more or less malicious action brought against 
him—an action in which perhaps the plaintiff has 
not the slightest hope of success, but which is none 
the less injurious for that reason. Unless you 
happen to have looked through the reports of a 
Society such as the Medical Defence Union, you 
will hardly realise the enormous number of cases 
in which actions are threatened, solely as a threat, 
or to cause annoyance. The only real safeguard is 
to belong to such a society. 

So far as the diagnosis of fractures is concerned, 
the commonest causes of mistakes are either 
mental prepossession, examining the patient with 
one’s mind already partly made up, owing to the 
statements of others whose opinions may or may 
not be worth having ; or coming to a premature 
conclusion as to the nature of the injury because of 
the prominence of one single striking feature which 
for the moment overshadows all the rest. Of 
these two the former is peculiarly treacherous, 
and is much more difficult to avoid than is usually 
believed/ Few people, until they have made many 
mistakes, realise the necessity, when examining an 
injured limb, of dismissing from their mind every¬ 
thing that other people may have said about it, and 
of beginning de novo for oneself, without bias of 
any kind. The mere fact of being sent for to 
attend a man who has broken his arm leads un¬ 
consciously to look for a fracture. The arm may 
have been broken, or it may not, but it is very 
difficult to avoid starting with the idea that it has 
been. Unconsciously one is led to look at the 
injury from the point of view of fracture. The 
other cause is even more frequent. One symptom, 
some characteristic one, such as crepitus, is so ob¬ 
vious that the diagnosis of fracture is made at once, 
and the question looked upon as settled without 
remembering how absolutely necessary it is to 
ascertain the condition of other, no less important 
structures, which are often injured severely at the 


same time. It is a very unpleasant sensation, 
when a fractured humerus is being taken out of 
its splints, to become aware for the first time that 
the muscles supplied by the musculo-spiral nerve 
are not acting as they should; and from not having 
been told that the nerve was hurt at the time the 
diagnosis was made, there is some excuse for the 
patient thinking that the loss of power may 
possibly be the result of the treatment. As a matter 
of fact, a large proportion of the consequences of 
fractures that lead to trouble afterwards arise, not 
from the condition of the bone, but from the 
injuries the soft parts sustained, which have been 
treated, I will not say improperly, but inefficiently, 
owing to the paramount attention that was paid to 
the broken bone. Vessels are crushed. Veins 
and lymphatics become obstructed so that oedema 
sets in. Muscles are bruised and torn. Adhesions 
form between contiguous structures which have 
been hurt, and then kept for days together closely 
pressed together. Ligaments are stretched and 
strained, and all the soft, delicate tissue which 
surrounds and lies between the ends of the bones 
and the muscles, allowing them to move freely 
upon each other, becomes filled with extravasated 
blood, which slowly hardens and condenses until 
the slightest movement is impossible owing to the 
pain it causes. It is of this, as a rule, far more 
than of the condition of the bone itself that the 
patient complains when he begins to use the injured 
limb again. 

The surest way to avoid trouble is to have an 
X-ray examination made—not merely with a screen, 
but one in which a photograph is taken, so that 
the negatives can be kept for future reference. I 
know that in many ways this is a counsel of per¬ 
fection. The opportunity is not always present. 
Then there is the question of expense. But it is a 
wise precaution now, and in a few years’ time, if 
matters continue to progress as they have been 
doing of late, it will be an absolutely necessary one. 
Many objections of course will be raised against 
this. It is said that we are losing all our clinical 
acumen and relying too much upon instrumental 
help—this used to be said of the clinical thermo¬ 
meter, and I have no doubt was said of the 
stethoscope. Then it is urged that the interpreta¬ 
tion of skiagrams is very difficult, often requiring 
the aid of an expert. They are of course only 
shadows at the best. I once tried to explain to a 
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judge that the skiagram of a fractured bone bore 
no closer resemblance to the bone itself than the 
shadow of a rabbit’s head thrown upon a wall by 
the light of a candle to amuse a child did to the 
fingers of the man who was making it. And it has 
been said that the fractures, otherwise unknown, 
which have been revealed to us by the X-rays, 
such, for instance, as fractures of the scaphoid at 
the wrist, are after all not very important ones, and 
that the discovery has not really made any differ¬ 
ence in the treatment or in the results. But when 
all this is said and done, the fact remains that the 
X rays are a material help; that if the patient is 
not absolutely satisfied he is very likely to go and 
get a photograph for himself, with often a most 
misleading result owing to the angle at which the 
rays have been directed on the limb; and that if 
the case ever does come into court both judge and 
jury are sure to want to know why this was not 
done, and are very likely to put it down to neglect. 
I am sure it is a wise precaution, if only to prevent 
the patient going on his own account and getting 
some astonishing distortion in the shape of a 
photograph, to the complete upsetting of his own 
peace of mind. 

I need hardly mention the advisability of having 
both limbs taken at the same time, by the same 
man, at exactly the same angle. I should not do 
so if it were not for a curious instance of which I 
became aware only the other day, It was an 
injury to the foot of a workman, and a question of 
compensation. There could be no doubt about 
the fracture, for the X rays showed definitely a 
detached piece of bone behind the astragalus ; but 
the period of compensation becoming unduly pro¬ 
longed, owing to the fracture failing to unite, it 
suddenly occurred to the surgeon to have an 
examination of the other foot also. There was 
the same detached piece of bone there. The 
astragalus, as sometimes happens, had a second 
centre of ossification for the posterior external 
tubercle, and it had remained separate, as it does 
in many animals. The injury had nothing to do 
with it, and the pension came to an abrupt end. 

Mistakes in treatment, errors in judgment pure 
and simple, are generally believed to enjoy the 
same degree of immunity as mistakes in diagnosis, 
T>ut the security is even less. One reason for this 
is that in the case of a large number of fractures 
there is no general agreement as to which is the 


best method. As a consequence, if the result is 
not perfectly satisfactory it is the easiest thing 
I possible to declare that it is all due to neglect and 
carelessness. It is argued that the right method 
was not chosen; or, if it was, it was not carried 
out as it should have been. Then standard works 
on surgery are consulted, just as standard works in 
law are referred to when a doubtful point arises, 
forgetting that, while law is fixed and definite, 
surgery is always advancing, and that a standard 
work on surgery may very easily be out of date 
almost before the year is ended; and of course the 
opinion that is looked for is always found. No 
attention is paid to the truth of the old saying that 
| circumstances alter cases, and that no two fractures, 
or, for the matter of that, no two patients, are ever 
| alike. It does not matter that those who have to 
decide the question can know nothing about the 
difficulties at the time of the accident, the dis¬ 
crimination that had to be used, the risks that have 
been run. Counsel for the plaintiff lays down, with 
| all the dogmatism of ignorance, that the method 
! adopted was the wrong one; that the practitioner 
| was wrong and ought to have done better; and it 
i rests with the defendant to disprove it. 

The commonest cause of complaint is either im- 
j perfect adjustment of the broken ends, leading to 
pain, deformity, and loss of strength; or stiffness 
! due to the injury the soft structures sustained. The 
former of these is heard of more frequently than it 
used to be, because the general standard is higher. 
Patients are no longer satisfied with what, after a 
| course of treatment prolonged beyond all reason, is 
j still sometimes described as an excellent functional 
result. The feeling now is that though a badly set 
leg may prove a fairly useful limb twelve or eigh¬ 
teen months after the receipt of the injury, it 
would have been as useful in three if it had been 
well set. The X rays no doubt are largely respon¬ 
sible for this. The shadows they throw, like all 
shadows, exaggerate everything immensely, and no 
opinion formed from them is of any real value 
except that of an expert; but all the same, when 
they are properly used, they really do give a good idea 
as to the relative position of the fragments, and the 
consoling phrase that the functional result will be 
excellent if the patient will only wait long enough 
is no longer sufficient to satisfy his not altogether 
unreasonable requirements. Something better is 
looked for, and fortunately in the methods at our 
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disposal there is one which, though it may have 
been too dangerous for general use a few years ago, 
may be employed with safety now. I allude to 
the process of wiring the broken ends together in 
one of its many forms. I do not wish it to be 
thought that I am an advocate for employing this 
method indiscriminately; far from it. But I am 
convinced that where the fragments cannot be 
brought into their proper relation with accuracy, 
or where they slip back again at once, it is far 
wiser to cut down upon the broken ends and wire 
them than to leave the fracture badly set in the 
hope that the result may prove a good functional 
one a year or two hence, or to try and force them 
into position by the pressure of external splints. 
The operator must of course be certain of every 
precaution. No attempt should be made unless 
every appliance that can possibly be needed is at 
hand, as well as ample skilled assistance, for the 
operation is rarely an easy one. The patient must 
be in a good state of health. The soft structures 
must not have been damaged too much, and the 
fracture must not have been kept waiting too long 
(if time has been wasted trying other methods it 
becomes much more difficult). But provided these 
conditions are fulfilled, I am sure this method will 
avoid many troubles, and will secure with safety 
that accurate adjustment of the fragments which is 
essential to early union and early use, and which ! 
the patient not unreasonably regards as his just I 
right. 

With regard to individual fractures practice 
naturally differs. Many fractures of the humerus, j 
especially those of the surgical neck, are far better 1 
treated in this way. I do not think I have ever j 
seen a really good anatomical result (I am not 
speaking of a functional one now) in a case of 
fracture of the surgical neck unless it has been 
wired. It is hardly possible to exert any influence 
upon the short upper fragment, which is always 
abducted and rotated out; and even if it can be 
properly aligned with the lower fragment, it is 
rarely possible to keep it there unless the two ends j 
become locked together accidentally. Fractures of 
the shaft high up, and those in which the two ends 
persist in over-riding, should be treated in the same 
way. The only alternative is keeping the patient 
in bed with a most cumbersome apparatus. All 
fractures of the olecranon in which there is much 
separation between the fragments should be wired ; 


and so should fractures of the bones of the fore¬ 
arm, if, owing to the action of the supinator muscles, 
or from any other cause, there is a difficulty in 
getting the ends to occupy their proper relation 
with regard to each other. In fractures of the 
lower extremity wiring is even more important. It 
is not advisable, it is true, in intra-capsular fracture 
of the neck of the femur, and is rarely required in 
the extra-capsular variety; but in fractures of the 
shaft and T-shaped fractures of the lower extremity 
I have often found it of the greatest use. As 
regards the patella, for many years past I have 
wired every fracture that has come under my care 
—over fifty in number. Not one of them has ever 
caused me a moment’s anxiety, and the results, so 
far as exact apposition of the fragments is con¬ 
cerned, are not approached by any other method. 

Fractures of the bones of the leg must be judged 
by their individual merits. So many of the patients 
in whom these injuries occur are not good subjects 
for operation, and as a rule it is fairly easy to get 
a good result without one. Spiral and very oblique 
fractures, in which the fragments can be got into 
position without much difficulty under an anaes¬ 
thetic, but in which there is great difficulty in 
keeping them there, are an exception. In many 
of these a single screw is all that is needed. The 
same thing is true of Pott’s fracture. If the knee 
.is kept bent this can nearly always be treated 
without difficulty by means of massage and properly 
arranged splints, and rarely requires to be wired. 
In several instances, however, in which the inter- 
osseus ligament has given way, or has torn off part 
of the bone, so that the tibia and fibula have been 
separated from each other, I have screwed the two 
together with an excellent result. 

In connection with this subject of wiring frac¬ 
tures, it is worth noting that the wider the experi¬ 
ence a surgeon acquires in this method the more 
often he employs it, and the greater the variety of 
cases in which he adopts it. I have seen this 
repeatedly, so often that I am sure of it, and it 
seems to me that there can only be one deduction 
from it. 

Wiring has another advantage which appeals to 
me very greatly in connection with this subject. It 
enables the use of external splints to be dispensed 
with so much earlier. I have no hesitation in saying 
that many of the results of fractures which lead to 
legal troubles are due, not so much to the fracture 
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itself, or to the injuries the soft structures sustained 
at the same time, as to the prolonged compres¬ 
sion by means of splints and the consequent 
starvation and even destruction of the active 
elements of the part. Volckmann’s contracture, of 
which I have met with no less than five examples, all 
caused by the prolonged pressure of splints in cases 
of injury about the elbow-joint in children, is, I 
admit, an extreme instance ; but minor degrees, 
accompanied by pain, stiffness, oedema and swell¬ 
ing, especially in the neighbourhood of joints, 
lasting sometimes for the rest of life and causing a 
very grave degree of disability, are by no means 
uncommon, I do not mean that splints are always 
to blame. There is, for example, a curious form 
of osteo-arthritis which sometimes sets in after 
accidents with which they can have nothing to do. 
Quite recently I was called in to the case of a 
rather fragile old lady who had fallen down and 
sustained a fracture of the surgical neck of the 
right humerus. The hand and arm may have been 
strained in the fall, but there was no evidence of 
it, and she did not complain of them in any way. 
Yet, shortly after, the hand and wrist were attacked 
by a very acute form of osteo-arthritis, which will, 

I am afraid, leave permanent results behind it. 
Splints cannot be blamed for this, any more than 
they can for such occurrences as the absorption of [ 
the neck of the femur which occasionally follows 
injuries of the hip in old people ; or the develop- j 
ment of coxa vara after a similar accident in a 
young adolescent, or the failure in growth of a | 
limb after a fracture involving the epiphysial line ; J 
but there are other troubles, the result of prolonged 
compression and uninterrupted rest, so that all the i 
active tissues are starved and their power of work¬ 
ing lost, for which I am afraid they only too often 
deserve the credit. This is a real danger in con¬ 
nection with splints, the use of which has been 
raised, especially by the public, from whose ranks 
jurymen are drawn, into a kind of fetish. It is 
quite true that when properly arranged they keep 
the broken ends of the bone at rest, hut they keep 
everything else at rest as well. Injured joints, with 
their cavities and all the loose, soft cellular tissue 
around them, filled with extravasated blood, are 
kept at rest until the blood has become organised, 
and all the surfaces which should glide smoothly 
upon each other are glued together or so roughened 
that the friction can be heard as well as felt. The 


muscles become wasted, and in many instances the 
contractile substance is partly destroyed. The 
tendons become fixed in their sheaths. The 
bursae become solid as the lymph which fills all 
their interstices undergoes organisation ; and the 
veins and lymphatics become obliterated to sucn 
an extent that it is often many years before the 
limb ceases to swell as soon as the least exertion 
is made. It is forgotten that all these tissues have 
| active work to do ; that they cannot be healthy or 
well-nourished unless they are at work; and that 
prolonged compression, far short of that which 
produces Volckmann’s contracture, is most in¬ 
jurious to them. Everything is sacrificed to the 
1 condition of the bone, and when the bone has 
j united the limb is practically useless. 

All this can be avoided by the proper use of 
massage in conjunction with the moderate use of 
1 movable splints. With few exceptions, of which 
the hip-joint is one, every fracture into or in the 
[ neighbourhood of a joint should be treated by 
massage and passive motion from the first; and 
active motion should be begun as soon as possible. 
I never use a splint at all in the case of a fractured 
patella or a fractured olecranon. The patient is 
encouraged to move the joint from the very first 
| day. There is never any fear of their doing too 
i much. In many instances of Colles’s fracture 
| splints are quite unnecessary. The best results 
that I have seen, so far as movement is concerned, 
have been in cases which were mistaken for sprains 
and treated as such. The reason why the results 
are so often bad is that, with the exception of a 
few cases in which genuine osteo-arthritis occurs, 
either the fracture is never reduced, or the hand 
and wrist are kept at rest under rigid compression, 
or both. Fractures of the fibula very rarely need 
splints. Pott’s fracture, unless there is much dis¬ 
placement, is better treated without them. Frac¬ 
tures that are wired only need them to keep the 
wounds at rest ; and the best result in a case of 
broken collar-bone is obtained by leaving them off 
altogether, and simply placing the patient flat 
upon her back in bed, with only a low pillow for 
the head. Of course if a patient has to be trans¬ 
ported from one place to another, or if the 
! fracture is badly comminuted, or there is violent 
muscular spasm, things are altogether different. 
I am speaking now only of ordinary cases in which 
complete and speedy recovery, with full use of the 
limb, is looked for as a matter of course, and in 
which there are no complications; and I am con¬ 
vinced that if only the routine system of treating 
such fractures by means of fixed splints is looked 
upon as the exception rather than the rule, and 
wiring and massage are given their proper place, the 
period of convalescence would be very materially 
shortened and many unpleasant consequences 
would be avoided. 

November 8 th , 1909. 
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ON SOME ABDOMINAL EMER¬ 
GENCIES.* 

By RUTHERFORD MORISON, F.R.C.S. 


You will not have been long in practice before you 
receive an urgent message to see a patient, who, 
from apparently vigorous health, has been suddenly 
reduced by an abdominal illness to such a serious 
condition that all concerned are able to recognise 
its gravity. It will be for you to form an opinion 
as to the cause of the attack, to make a diagnosis, 
and to recommend a proper treatment. 

It will, moreover, not lessen your feeling of 
responsibility when I tell you that every surgeon 
knows that in the overwhelming majority of cases 
the patient’s recovery or death depends on whether 
the doctor faces the problem and acts with vigour 
and promptitude, or whether, unwilling to do this, 
he is content to give relief and present peace— 
and wait. 

This fact must be driven home. It has already 
taken a long time to receive recognition, and even 
yet that recognition is not sufficiently whole-hearted. 
Our endeavour, therefore, must not cease, for it 
concerns no less a question than one of life or 
death. 

The following cases are illustrative of these 
introductory remarks: 

Case i.— Small leak from a gastric ulcer: spon¬ 
taneous closure of the opening; general peritonitis . 

A domestic servant, set. 21 years, was admitted to 
the Infirmary from the country on the morning of 
December 19th, 1908. 

At seven o’clock on the evening before her 
admission she was suddenly seized with so severe 
a pain in the upper part of the abdomen that she 
was doubled up, cried out, and vomited several 
times in quick succession. She had no sleep 
during that night, and was sent into the infirmary 
(nine miles) next day. 

Her previous history was, that during the last 
three years she had had pain in the stomach coming 
on one hour after meals, worse with heavy and 
better with light food, and always relieved by 

* An abstract of two lectures concerning the stomach 
and duodenum delivered at the Royal Victoria Infirmary, 
Newcastle-upon-Tyne. 


vomiting. She had never vomited blood. During 
the week previous to the attack the pain and sick¬ 
ness had been worse than usual. 

On admission she looked ill and appeared to be 
suffering. Her pulse was 96; temperature 98’6°F. 
Her abdomen was everywhere tender and 
rigid. There was no distension. The liver dulness 
was completely absent. Both flanks and the 
region over the pubis were dull on percussion as 
the patient lay on her back in bed, and the area of 
dulness shifted with each change of posture. 

A diagnosis of ruptured gastric ulcer with general 
peritonitis was made and immediate operation 
decided upon. As soon as this was commenced 
one and a half pints of normal saline solution and 
adrenalin were slowly run into the median basilic 
vein. 

Operation, December 19th, 1908: On opening 
the abdomen by a median supra-umbilical incision 
no gas escaped from the peritoneal cavity. Not 
less than three pints of greenish milky fluid escaped 
from under the liver and from the pelvic basin and 
the flanks. All the visible parietal and intestinal 
peritoneum was red and injected. A rapid 
examination of the anterior surface of the stomach 
showed no definite ulcer, so the lesser sac was 
opened by tearing through the transverse meso¬ 
colon, and the posterior wall of the stomach 
was examined without result. The vermiform 
appendix and Fallopian tubes were next drawn into 
the wound and found to be normal. More careful 
examination of the stomach showed an indurated 
ulcer, the size of a sixpenny piece, close to the 
pylorus on the lessor curvature, and hidden by an 
cedematous fold of the gastro-hepatic omentum. 
Close examination of this revealed a 6mall opening 
in its centre, through which a fine probe could be 
introduced under the peritoneal coat of, but not 
into, the cavity of the stomach. 

A small glass drainage-tube was inserted into the 
pelvis through a supra-pubic puncture, and during 
the whole time taken by the subsequent proceedings 
hot normal saline solution (one drachm of salt to a 
pint of water) was kept continually flowing through 
a long glass tube in the upper wound from about 
the neighbourhood of the diaphragm, and escaping 
below through the pelvic tube. The ulcer was 
tucked in with Lembert’s sutures and posterior 
gastro-enterostomy was performed. When the 
stomach operation was finished the abdominal 
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wounds, above and below, were entirely closed 
without drainage. 

The patient went home on January 6th, 1909, 
quite well. She returned to show herself last 
week and was feeling better than she had ever been 
before. 

Case 2. —Ruptured gastric ulcer; hour-glass 
stomach ; gastroplasty . 

A school teacher, aet. 30 years, suffered for 
sixteen years from “ indigestion” characterised by 
pain coming on about half an hour after eating, 
and by occasional vomiting which relieved the 
pain. For six or seven weeks at a stretch she 
would be entirely free from pain if very particular 
as to her diet. Latterly she had been under the 
care of Dr. Russell, of Heaton, who had kept her 
on liquid foods. One hour previous to my seeing I 
her she was, while shopping, suddenly seized with a 
very severe pain. Dr. Russell saw her in the shop 
half an hour later and sent her at once into a 
private hospital with a diagnosis of ruptured gastric 
ulcer. 

On admission her face was drawn but not 
blanched. Pulse 90 ; temperature 98’4° F. The 
abdomen was retracted and tender all over, but 
especially in the middle line at the epigastrium. 
The muscles, especially at the upper part, were 
strikingly rigid, and both flanks were dull on 
percussion when the patient lay on her back, the 
dulness shifting with changes in posture. 

Operation was performed at once—one and a 
quarter hours after the onset of the sudden illness. 
The stomach was markedly deformed by an hour¬ 
glass contraction nearer the cardiac than the 
pyloric end, and perforated in the middle of the 
contracted ring by a hole the size of a threepenny 
piece. There was not less than one quart of fluid, 
resembling beef-tea, with a quantity of rice in the 
peritoneal cavity and filling the pelvis. The peri¬ 
toneum was washed out as in the previous case 
and gastroplasty was performed, making the 
perforation the centre of the gastric incision. 
Recovery. 

Case 3.— Perforating duodenal ulcer . 

A bar manager, set. 41 years, was sent to see me 
at home on January 25th, 1909, for “chronic 
indigestion,” and gave the following history. 

All his life he had had “ a bad stomach.” 


For twenty years he had pdin coming on two 
hours after food and occasional vomiting which 
relieved his pain. Until the last two years food 
relieved the pain for a long time, but latterly it 
scarcely eased it at all, and every second or third 
night he vomited a large quantity of sour, yeasty, 
yellow-coloured material. 

He was a robust type of man and appeared to be 
in good health. Examination of the abdomen 
proved the stomach to be much dilated, and there 
was considerable rigidity of the right rectus with 
marked tenderness on pressure over it. 

From the history and the examination it seemed 
clear that he had a chronic duodenal ulcer with 
stricture of the duodenum, a dilated stomach, and 
localised peritonitis over the ulcer. 

He was anxious to return home to Blyth that 
day, but with some difficulty I persuaded him to 
go into the infirmary at once. During the same 
evening, at 6 o’clock, he was drinking milk when he 
complained of a sudden severe pain in the right 
side of his abdomen, above the umbilicus, which 
soon went down into the right iliac fossa. At 7 p.m. 
he vomited. He went to bed, said nothing of this 
to the house-surgeon on his evening round, and 
had no sleep that night. In the morning it was 
reported to me that he looked very ill, had a pulse 
of no and a rigid, tender abdomen which did not 
move on respiration. It was then obvious that 
the ulcer had perforated after his admission to the 
infirmary on the previous night. 

Operation .—Seventeen hours after perforation. 
As soon as the operation commenced one pint of 
normal saline solution and adrenalin were trans¬ 
fused into the median basilic vein. There was 
oedema of the subperitoneal fat. The intestines, 
stomach and liver were plastered with thick 
purulent lymph which adhered closely to the 
viscera. There was a quantity of dirty brown 
fluid free in the peritoneal cavity. The first part 
of the duodenum showed a perforation, the size of 
a split-pea, on its anterior wall just beyond the 
| pylorus. The duodenum was surrounded and 
narrowed by dense scar-tissue, and the stomach was 
| thick walled and much dilated. 

I The abdomen was washed out through a tube in 
j the upper wound and a lower tubfe introduced into 
the pelvis by a counter-opening above the pubis, 
and the washing was continued the whole time of 
tne operation. The perforation was closed by two 
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sutures, but with some difficulty, from the thick¬ 
ening and friability of the intestinal wall. Over 
the sutures and thickened scar an omental tag was 
fixed with sutures. Posterior gastro-enterostomy 
was performed. Both parietal wounds were sutured 
and the abdomen was entirely closed. Except for 
rise in temperature during the first week he made 
a good recovery, and left for home on February 
12th, 1909 (seventeen days after operation), with 
the wounds healed and feeling quite well. 

Case 4 .—Ruptured pyloric ulcer; pyloric stricture 
and dilated stomach; escape of intestine through 
drainage-tube opening ; death. 

An engineer, aet. 46 years, was sent into a private 
hospital with a diagnosis of perforated gastric ulcer, 
for which I operated two hours after the occurrence. 

On opening the abdomen a perforation was 
found on the pylorus in the centre of a dense scar, 
the stomach was enormously dilated, and the peri¬ 
toneal cavity everywhere soiled by a stinking, thick, 
dark fluid, with which the stomach also was 
distended. The history and the findings made it 
clear that long-standing ulceration of the pylorus 
had led, first to stricture, then to dilatation of the 
stomach, and finally to perforation. 

The abdomen and stomach w T ere thoroughly 
washed out, the perforation was closed, gastro¬ 
enterostomy was performed, and the pelvic tube was 
left in for drainage purposes. 

From the first there was difficulty in breathing, 
and pneumonia followed. Four days after the 
operation the patient was holding his own so well 
that we expected his recovery and took out the 
pelvic tube. A few hours later, during a coughing 
spell, he extruded a loop of bowel through the very 
small tube opening, which nipped the bowel so 
tightly that Mr. Willan, who was immediately on 
the spot, had to enlarge the opening to effect its 
reduction. 

Death occurred next day. The post-mortem 
showed gangrene of the small loop of extruded 
bowel. (It had been so tightly nipped that one 
hour sufficed to cause thrombosis of the mesenteric 
vessels.) The peritoneal cavity was quite clean. 
There was some broncho-pneumonia of both 
lungs. 

The relation of these cases suggests certain 
observations, and I will first refer to the diagnosis. 


i In the first case, that of the domestic servant, her 
age—twenty-one—her sex, the previous history of 
stomach troubles characteristic of ulcer, the sudden 
attack, the serious abdominal illness following, and 
the physical signs made the diagnosis as certain as 
such a thing can be, yet the perforation could not 
! be demonstrated and the ulcer was only found 
! after a prolonged search. The case is an excep- 
I tional one, for it is rare to have difficulty in finding 
the perforation, which is nearly always on an 
accessible part of the anterior wall of the stomach. 

The diagnosis, though commonly easy, may, 
however, present grave difficulties. A young lady, 
whom I saw at five one evening, looked the 
I “ picture of health/' and felt so well that she would 
hardly admit to being ill at all. She had a perforated 
j ulcer in the stomach and general peritonitis, with 
abundant fluid in the peritoneum and purulent 
lymph on all the viscera. 

A young man on whom I operated did a 
morning's work at his office with a perforating 
duodenal ulcer, and he only became alarmed 
because he had retention of urine from a peritonitis 
which had extended into his pelvis. 

| All of us have seen patients with a perforating 
ulcer of the duodenum walk into the infirmary 
I from the second to the fourth day of their illness 
I with a diagnosis of appendicitis. Other more 
serious mistakes in diagnosis are possible. 

In one case I recall—that of a young woman 
admitted to the infirmary whilst I was operating— 
a diagnosis had been made outside by a practitioner 
and a consultant of perforating gastric ulcer. 
Whilst washing dishes the patient was suddenly 
| seized with so severe a pain in the stomach that 
| she dropped and broke the dish she was washing 
and fell on the floor. For several years she had 
| suffered from indigestion. 

On admission she looked very ill, was tender, and 
I the muscles were rigid over her epigastrium. I saw 
j no reason to doubt the diagnosis and opened her 
abdomen at once. Nothing wrong could be found 
! there. Two days later it was clear that she had 
i pneumonia at the base of her left lung. 

| A second patient, seen with Dr. McCracken, 

J gave a history of indigestion of several years' 
j standing for which he was in the habit of washing 
I his stomach out. For three or four days he had 
| felt worse than usual, but was able to get about. 

I Whilst in the bath-room he was suddenly seized 
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with a pain in his abdomen so intense that he fell 
on the floor and had to be carried to bed. One 
hour later when I saw him he was cold, sweating, 
and collapsed. His abdomen was tender and the 
parietal muscles rigid all over. The diagnosis of 
ruptured gastric ulcer seemed clear. On opening 
the abdomen purulent fluid was found in every 
part but no stomach ulcer. Further search 
revealed a ruptured appendix abscess and a 
perforated gangrenous appendix. 

Both of these patients recovered, the first in 
spite of, and the second as a result of, the opera¬ 
tion. 

In the majority of cases, however, the patient 
is from the first so obviously ill that diagnosis is 
not difficult. It is in those who have recovered 
from the first shock that difficulties arise, and in 
them the opportunity for successful operation may 
be lost if the most careful consideration is not 
given to every point bearing on the case. 

These are the points to which I attach much 
importance. 

(1) The history of previous “ painful indigestion.” 
This is rarely absent. 

(2) The severity of the initial pain and its early 
location in the epigastrium. I cannot lay too 
much stress on this as it has served me often 
in such good stead. It may require some ques¬ 
tioning to elicit a proper account of this, as the 
patient tries to forget an experience so trying as 
the pain. 

(3) Tenderness and rigidity of the abdominal 
wall, especially the muscular rigidity. 

(4) The signs of free fluid in the belly. 

(5) A steadily rising pulse. (In doubtful cases 
the pulse-rate should be recorded every half hour.) 

(6) Absence of the liver dulness. I have placed 
this last, and attach little importance to it unless a 
note has been made that an hour or two earlier the 
liver dulness was present. It may then be as¬ 
sumed that free gas in the peritoneal cavity has 
caused the change. Otherwise the probability is 
in favour of the lost liver dulness resulting from 
tympanitic distension of the intestines and dis¬ 
placement of the liver. 

Prognosis .—All text-books offer a most gloomy 
prognosis for perforating ulcer of the stomach and 
duodenum without surgical aid. The consequence 
has been that doctors advise and patients are 
anxious for immediate operation. It is still a fact 


! 

i that only such a strong argument as that of im- 
1 pending death will induce many doctors to recom¬ 
mend, and their patients to accede to the recom- 
! mendation of an immediate operation. The result 
has been that few serious diseases have afforded 
1 such a brilliant response to modern surgery. Ten 
years ago recovery from an operation for ruptured 
1 gastric or duodenal ulcer was regarded as an extra- 
' ordinary event; now it has become the ordinary and 
| expected result. Ten years ago the results of 
I operations for appendicitis, gall-stones, and acute 
| intestinal obstruction were as good, or rather as 
I bad, as they are at the present day. Why is this ? 

It is because so long as “there is a chance” of 
I recovery without operation many doctors prefer to 
1 offer and patients to take that chance, and it is 
| always recognised as a possible fchance in these 
* cases. Very soon it will be proved, if the proof is 
I not already forthcoming, that the mortality from 
1 ruptured gastric or duodenal ulcer is less than that 
of appendicitis, gall-stones, and acute intestinal ob¬ 
struction, and it will then be impossible to evade 
the conclusion, already formed by every surgeon, 

I that these deaths are due to delayed operation. 

! Though the prognosis of cases without operation 
is bad enough it is not quite so bad (98 per cent.) 

I as has been stated. 

; A few patients never recover from the shock of 
the perforation. This was impressed upon me 
1 something like twenty-five years ago when I was in 
practice at Hartlepool. One evening I was sent 
for hurriedly to see a young man who had been 
run over on the railway, and found that one of the 
things he required was amputation at the shoulder. 
I returned home to get an assistant and instru- 
| ments, after ordering the necessary preparations of 
I the room in which the operation had to be per- 
! formed. On re-entering the room prepared for 
I operation, I was surprised to meet my own house- 
, maid, who volunteered to give what help she could. 

| As there was no gas and we were dependent on 
1 lamp and candle light I employed her in holding 
I a candle in each hand. When the suture of the 
1 wound was almost completed she made some 
complaint and was helped out of the room. Half 
an hour later she was dead. It then transpired 
that the patient she had been assisting was engaged 
to be married to her shortly, and the suggestion 
that she had taken poison seemed a reasonable 
one. Post-mortem examination showed a per- 
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forated gastric ulcer and part of a recent meal in 
the peritoneal cavity. 

A considerable number of patients show signs of 
shock to the extent of pallor, chilliness, sweating of 
the skin, and a feeble pulse, but death in this stage 
is rare, and recovery from it may be so complete 
as to temporarily deceive all concerned. 

Peritonitis of course follows the leak, and as a 
rule this is general and terminates in death. But 
still a few patients with general peritonitis due to 
this cause may recover. Within this year I have 
operated upon one such case, a woman whom I 
first saw fifteen years ago very ill with general 
peritonitis of four days’ duration, due as I thought 
to gastric ulcer. She made a good recovery from 
this illness and remained well until six months 
previous to my seeing her for the second time. 
Her stomach symptoms had then recurred and 
there were signs of a second perforation and loca¬ 
lised peritonitis. Operation proved the old dia¬ 
gnosis to have been correct There had been 
general peritonitis, for it was with the greatest diffi¬ 
culty that I was able to separate enough jejunum 
to do gastro-enterostomy. 

Some cases, especially duodenal, leak a little, 
develop a localised peritonitis, then a localised 
abscess, perhaps subphrenic, and a burst of this in a 
few days after recovery from the first attack seems 
assured, leads to general peritonitis and death. 

But the most interesting, and I believe a common 
event after perforation, is complete recovery. 
This may be the result of blocking by inflammatory 
lymph and adhesion to surrounding parts. Fre¬ 
quently the opening will be found covered and 
blocked up by omentum (the abdominal police¬ 
man). In cases of chronic gastric or duodenal 
ulcer the history of a sudden attack, followed by 
44 inflammation,” a serious illness, and recovery, is 
not a rare event, and subsequent operation shows 
that this has resulted from a perforation. If firm 
adhesions alone are regarded as a proof of perfora¬ 
tion, and I think they are not likely to be the 
result of anything else, then perforation followed 
by recovery is quite a common illness. 

Treatment .—The only treatment is by operation. 
In this infirmary during last year (1908) eight 
case£ of ruptured gastric ulcer were operated upon. 
All of these recovered. There were ten cases of 
ruptured duodenal ulcer operated upon, and of 
these seven cases recovered and three died. Why 


was this ? Ruptured gastric ulcer is much the 
more serious lesion of the two, so that the answer 
is of great interest. It is that the symptoms and 
signs of gastric perforation are more pronounced, 
the initial pain and illness more severe, and early 
diagnosis is easy, and operation for its closure more 
promptly performed. In duodenal ulcer the es¬ 
caping contents are at first localised in the hepatic 
pouch, and until this runs over the illness may not 
be regarded as serious. When it does run over 
the escaping contents find their way down the outer 
side of the ascending colon past the caecum and 
into the pelvis. The diagnosis then made is gene¬ 
rally 4< appendicitis,” and the operation shows 
advanced general peritonitis. 

Where should the operation be done ? 

If at all possible in a properly equipped hospital. 
It is unfair to attempt to carry out such operations 
in any ordinary house. As soon as possible the 
patient should be warmly wrapped up on a stretcher, 
put into an ambulance, and sent off. Before doing 
this it is well to administer a hypodermic injection 
of morphia, and a note that this has been done 
should accompany him. Objection has been 
raised to this course that a journey adds to the 
danger by increasing shock. The statistics I have 
referred to are sufficient answer to this if any doubts 
remain, for most of these cases made a considerable 
journey to the infirmary. Gastro-enterostomy, as 
an addition to the operation for closure of the per¬ 
foration, is a recent innovation. Some surgeons 
have gone so far as to say that the operation is in¬ 
complete without it, but this view is based upon 
ignorance of the natural history of gastric ulcer. 
It is well known amongst those who interest them¬ 
selves in the after-history of their cases that many 
patients are better after recovery from the effects 
of a perforation than they had been for years 
before, and that it is rarer than one would suppose to 
have recurrence of the symptoms of ulcer after it. 
Obviously in these gastro-enterostomy would at 
least be a useless addition to an operation perhaps 
sufficiently severe already to tax the resources of an 
exhausted patient. But another objection possesses 
still greater weight. 

The operation for closure of the ulcer and 
cleansing of the peritoneum is so simple that it can 
be done successfully by anyone possessed of a 
good knowledge of surgical principles and with 
proper control of his hands and head, and this 
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knowledge has been and in the near future is 
likely to be of still greater service to the com¬ 
munity. 

If gastro enterostomy in addition is essential, 
then the operation is one to be undertaken only by 
surgical experts. The position is therefore a 
serious one and requires careful consideration. 
My own view is that gastro-enterostomy is never 
essential. The only essentials are to close the 
perforation and to cleanse the peritoneum. It is | 
better to have the patient almost certainly recover j 
with an ulcer than to run a grave additional risk j 
by performing gastro-enterostomy, which, if needed, | 
can be safely done later. At the same time there j 
is one indication for gastro-enterostomy, so strong I 
that when present I always, if the condition of the J 
patient allows, recommend it. That is obstruction | 
of the escape into the intestines of the stomach 
contents. The cases narrated sufficiently illustrate 
this. 

As to the closure of the ulcer there is little to be 
said. I seek to make it first watertight with a 
layer of sutures through all the coats, then in-fold ! 
the involved area with Lembert sutures. If the 
surrounding induration makes this difficult or | 
impossible imitation of the natural cure by blocking i 
the hole with a piece of omentum, and retaining it j 
in position by sutures, and careful gauge packing, 
may be relied upon. Difficulties that may appear 
to be insurmountable often disappear if the * 
parietal incision is enlarged. j 

The next point to consider is the method of 
cleansing the peritoneum. For many years it has 
been the custom to rely upon irrigation for the 
purpose in this as in all other cases of soiling of the 
peritoneal cavity, and some surgeons have had 
truly enormous tanks fitted up for the more efficient 
performance of this flushing. Recently the method 
has been condemned as likely to spread localised 
dirt far and wide, and some of the strongest and 
loudest opponents of it go so far as to say that I 
irrigation is always bad, to hint that any surgeon I 
using it is not what he should be, and to end up by j 
emphasising the fact that they never use anything 
but mops for cleansing purposes. It seems probable 
that there is room for both methods. If, for I 
example, the peritoneal cavity happened to be 
everywhere soiled with beef-tea and rice I think 
the best way to cleanse it would be by irrigation; if, 
on the other hand, the escaping contents of the 


stomach or duodenum were not widespread, it 
would appeal to me to wipe out with mops, wrung 
out of hot saline solution, and avoid irrigation. 

With regard to drainage of the peritoneum there 
are also considerable differences of opinion. I 
have told you of an accident following it in con¬ 
nection with one of my cases. That was avoidable, 
and was related to serve as a useful lesson, not 
against drainage, but as a reminder never to leave 
the drainage hole or holes without a suture. 

I think that drainage is sometimes useful. If 
dirty matter, matter likely to cause acute peritonitis, 
has been extravasated, then I would drain. I 
would also drain in the presence of a virulent 
peritonitis. 

How much would I drain? Patients are, I 
believe, killed by too much drainage. I do not 
remember having seen a patient with a tube in the 
epigastrium, another above the pubis, and one in 
each flank get better, and if he did I think it would 
be in spite of this surgical activity. My belief is 
that with the patient in the usual posture, sitting 
up, a single drainage-tube above the pubis and 
reaching the floor of the pelvis will drain off every¬ 
thing that can be drained. 

There is one more point I want to discuss before 
closing and it concerns shock . Is it proper to 
operate during shock, or to wait until the symptoms 
of it are abating ? There can, I think, only be one 
answer to this question, and it is to operate unless 
the patient is obviously dying. As soon as the 
abdomen is opened and the irritating contents of 
the peritoneum escape many of these patients 
improve. If not, can anything be done to help 
them ? A great deal of work has recently been 
done in connection with shock, its causes, sym¬ 
ptoms, prognosis and treatment, and according to 
some the outcome is that nothing is of use. I 
would not have you accept this teaching if I can 
help it. 

If the patient has symptoms of shock, and no 
morphia has been administered, a quarter of a 
grain should be given hypodermically. Every 
surgeon knows the immediate improvement which 
follows the dose of morphia in acute abdominal 
cases—an improvement which may be great enough 
to deceive the most wary unless the whole story is 
known. 

During the operation, if the symptoms of shock 
are still evident, one pint of normal saline solution 
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with ten drops of adrenalin should be slowly run 
into a vein. If this does not suffice another pint 
can be carefully added. I am not more certain 
of anything in surgery than that this measure has 
saved many of my patients’ lives, and that the sub- j 
cutaneous and colon methods of introduction will ; 
bear no comparison with it. The gross abuse of a 
year or two ago has damaged the reputation of this 
method, for many patients died absolutely water¬ 
logged after its employment, and no wonder when ! 
from five to ten pints of saline were hustled into 
the veins in less than one hour. | 

After, as well as during the operation, warmth is 
the chief agent in promoting recovery, but there 
are some useful further aids. 

Teaspoonful doses, frequently repeated, of diluted 
hot whisky and water are often a valuable help, 
and of strychnine hypodermically in moderate 
doses I do not doubt the worth. 

The most recent fashion in treatment methods, 
after which surgeons are apt to crowd, is a sub¬ 
stitute for rectal injection called “proctolysis”—the 
continuous introduction of normal saline into the 
rectum. In a case lately reported the colon ab¬ 
sorbed twenty-two pints in twenty-four hours and 
the patient recovered. This method has two ad¬ 
vantages. It is often of marked benefit, and it is 1 
unlikely to be very dangerous, for the colon is 
possessed of good discrimination. 

Xovember StJi, 1909. 


Wk have received from Burroughs Wellcome and 
Co. for examination and report specimens of their 
“tabloid” hypodermic “tyramine,” presenting in 
a state of purity the organic base p-hydroxyphenyl- 
ethylamine, which has recently been shown by 
researches at the “ Wellcome ” Physiological Re¬ 
search Laboratories to be the chief active principle 
of aqueous extracts of ergot. Given hypodermi¬ 
cally or by the mouth “ tyramine ” produces a 
marked rise of blood-pressure, with greatly im¬ 
proved vigour of the heart’s action. “Tyramine” 
may be administered in shock or collapse and for 
producing contraction of the uterus post partum . 
“Tabloid” hypodermic “tyramine” 0*005 grm. 
is issued in tubes of twelve. An important point 
in connection with the therapeutical exhibition of 
ergot is exact dosage, and this is secured by means 
of this preparation, so that the undoubted and 
valuable qualities of the drug can be utilised to 
their fullest extent with an amount of certainty that 
renders its administration most efficacious. 


CONCERNING COUGH—WITH SPECIAL 
REFERENCE TO A METHOD OF 
LESSENING SOME OF ITS HARMFUL 
EFFECTS. 

By WILLIAM E. BURTON, Lic.Med.T.C.D. 


Before proceeding to discuss this subject it is, 
perhaps, right that a word of apology should be 
offered for adding one more to the definitions to be 
found in the various text-books which have been 
examined. The object is two-fold : (i) To render 
clearer and more explicit the meaning of the term 
cough as herein used than when a shorter des¬ 
cription is given. (2) That by so doing the 
observations which follow may be more readily 
apprehended. 

| Definition .—Cough, as usually performed, is a 

purposive effort to expel from the air-passages some 
| irritating substance by means of an explosion, 
which occurs when—the glottis being closed—the 
pulmonary air, under compression from the action 
of the expiratory musculature, is suddenly released 
by the complete and almost instantaneous opening 
of the glottis. 

Cough is most usually (i) of reflex origin ; 
but the function itself is, in the conscious state, 
and with the exception of the fifth stage, more 
or less under the control of the will, but is, 
in many instances, uncontrollable. (2) Purely 
voluntary or automatic. (3) When the patient 
is in a subconscious state—purely reflex. It 
may be discharged from one of many surfaces, 
as skin, stomach, ear, retina, etc., but most 
generally from some part of the laryngeal, bronchial 
or pulmonary mucosa, and for purely descriptive 
purposes may be divided into the following 
arbitrary stages : (1) A more or less forced inspira¬ 
tion, followed quickly by (2) complete closure of 
the glottis by the true and false cords. (3) Vigorous 
action of the expiratory musculature. (4) Pur¬ 
posive opening of the glottis at the moment when 
the compression of the thoracic contents has 
1 reached its highest point. (5) An explosive out- 
rush of the breath, setting up vibrations of the 
| looser laryngeal mucosa, with their characteristic 
1 sounds, accompanied by the expulsion of those 
i substances which the blast can remove and 
j followed by a momentary phonation. 
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If we examine in detail the stages of cough as 
given and note their interdependence and the 
resulting phenomena, it will be seen, not only that 
no unit of the series can be omitted as being of 
negligible importance, but also that, within certain 
limitations (which will be considered later), they 
form together an ideal means of removing offend- 1 
ing substances from the air-passages. 

Let it be assumed, then, that the coughing 
centres in the medulla are stimulated bv the 
presence of a fragment of mucus lying in the 
larynx : Thereupon the first stage, a forced inspira¬ 
tion, follows. This act is more marked in purely 
voluntary cough, and it may vary from the fullest 
possible intake to the slightest ; or it may occa- ' 
sionally be omitted altogether. It supplies sufficient ' 
air for the purpose of explosion, while at the same 
time it gives to the expiratory musculature a 
greater mechanical advantage. It will be borne in 
mind that the diaphragm, while engaged in this 
act, is pulling the heart downward, and pari 
passu pushing down the movable abdominal ' 
viscera. 

The second stage, or closure of the glottis, is a . 
purely voluntary, automatic, or, in any case, pur- j 
posive act, which may take place at any time 
during the first stage. It shuts in the air just 
inspired and remains completely closed against any 
force which the expiratory muscles can exert during 
the whole of the next or third stage. Its purpose ^ 
is to secure the effectiveness of the fifth stage, 
which could not otherwise be performed. It is 1 
often, especially in violent cough, delayed until 
complete inflation of the lungs takes place. 

The third, or “compressive” stage, begins directly 
after the second is completed, and consists in the 
compression of the thoracic contents by the rapid • 
and vigorous action of the expiratory musculature. I 
It varies infinitely from the slightest to the most 
violent effort, and it is characterised by (i) the j 
compression to which the thoracic contents are 
subjected ; (2) the consequent rise in tension of 
the air subjected to this pressure ) (3) the com¬ 
pression of the abdominal contents ; (4) the by- 
effects produced by these forces. 

(1) That the force which is frequently used in 
the third stage is very considerable becomes evident 
when one regards the effects primarily upon the 
tissues of the lungs and secondarily upon the right 
heart and the pulmonary circulation. These are 


specially noticeable when the cough is severe and 
frequently repeated (as in pertussis or acute bron¬ 
chitis), when all the worst features of the function 
are exaggerated to an extreme degree, and illustrate 
precisely many of the evils which cough —qua 
cough—can produce. (2) The lungs being fully 
inflated by a forced inspiration and the breath kept 
locked in by the unyielding closure of the glottis, 
the pulmonary air at high tension is driven, even 
in moderate cough, into the utmost limits of all 
the available air-spaces. If the force employed be 
extreme and frequently repeated some of the air is 
driven through the mucosa into the pulmonary con¬ 
nective tissue into, the pleural sac, and even through 
the walls of the trachea, causing local and occasion¬ 
ally general emphysema. Meantime the influence 
upon the systemic circulation is marked—especially 
in the head and neck—by venous stasis, hyperaemia, 
and rapid rise of arterial tension. At the same 
time the powerful effort of the abdominal muscles 
by diminishing the abdominal cavity, already 
encroached on by the descent of the diaphragm 
in the first stage, are compressing the abdominal 
contents and thus indirectly those of the thorax. 
It can be readily understood that under such 
pressure as that described the rise in tension of the 
pulmonary air is very considerable, and is the chief 
agent in causing the evils mentioned in this con¬ 
nection. It has not as yet, it seems, and for obvious 
reasons, been possible to measure this tension with 
accuracy, although in severe cough it probably 
much exceeds that commonly given. Nor does 
this absence of precise knowledge appear to be a 
matter of much practical importance, since its in¬ 
jurious influence is so readily observable in its 
results. (3) The compression of the abdominal 
contents, as a factor of cough, acts only indirectly 
by pressure on the viscera, and thus, by preventing 
the further descent of the diaphragm, rendering 
the floor of the thorax rigid. This object cannot 
be achieved in cases of severe or chronic cough 
without injury of the abdominal walls and viscera. 
The latter are, in so far as they can yield, driven 
in the directions of least resistance, including the 
unsupported or weakly supported parts of the 
peritoneum, and thus is produced splanchnoptosis, 
partial or general, herniae, etc. These and a host 
of minor troubles will doubtless occur to the minds 
of all who watch the course of'chronic cough. 
(4) The indirect effects of the third stage may be 
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briefly summarised as those which affect (<?) the 
respiratory function; (/>) that of the abdominal 
organs, especially the liver, stomach, and the large 
and small intestines ; (c) the systemic circulation 
generally, including especially that of the brain and 
of the abdominal organs; (d) the functions of the 1 
brain and nervous system. # 

The fourth stage consists in the voluntary, auto- | 
matic, or—if cough be purely reflex—purposive ! 
opening of the glottis. This act is very rapid 
and complete so as to permit the immediate escape 
of the compressed air to produce a satisfactory 1 
explosion in the next or fifth stage. ! 

[It has been stated by many writers, and appa- I 
rently without contradiction, that during cough 
the glottis is “ forced open ” or that the breath ' 
“bursts through,” “forces its way through,” the | 
glottis, etc. Such phrasing naturally conveys the ! 
impression that the closed glottis is unable to with¬ 
stand, and therefore yields to the pressure of the air 
at high tension, which forcibly thrusts it apart 
Such statements are wrong in so far as they assume 
want of power in the mechanism of the normal j 
glottis when voluntarily closed to resist absolutely 
such pressure. It is so far correct that the air does j 
forcibly burst its way through the glottis when the 
latter has been first opened by its own muscles; just, , 
in fact, as the gas or steam in an engine bursts its , 
way through the valve opened to permit its escape. 

A more correct explanation is that (1) the fourth 
stage is invariably effected by the purposive open¬ 
ing of the glottis by means solely of its own muscles. 
(2) That in so far as cough is voluntary the third 
stage is lengthened or shortened at will by the 
muscles that respectively close or open that orifice, 
which would be impossible if the pressure of the 
air were the determining cause. (3) That the 
fourth stage occurs as readily during the slightest 
as during the most violent effort. The correctness 
of this explanation can be easily and satisfactorily 
tested by personal experiment, when it will be found 
that, so long as the glottis is kept voluntarily closed, 
no amount of expiratory effort will cause the breath 
to “ burst through ” it. Also that the third or com¬ 
pressive stage can be terminated voluntarily at any 
moment. 

Moreover, it is a matter of common experience 
that a person about to exert a considerable effort 
(e.g. to lift a heavy weight, etc.) automatically 
“ holds the breath ” ; and while doing so throws 


into vigorous action the expiratory muscles so as to 
render the walls of the thorax and abdomen as 
rigid as possible, and thereby afford to the muscles 
employed the necessary points cTappui . In such 
instances the glottis is often maintained shut 
against a far greater pressure than occurs during 
the third stage of the most violent cough, although 
in each case the mode of closing the glottis is pre¬ 
cisely similar. Even supposing that the breath 
did burst through the glottis closed by the action 
of its own muscles, not only would injury more or 
less severe be caused to the cords and adjacent 
structures, but the escape of air thus effected 
would not be comparable in explosive power to 
that resulting from the instantaneous and complete 
dilatation of the voluntary act.] 

The fifth (explosive or expulsive) follows imme¬ 
diately on the fourth stage. The sudden release 
of the compressed air producing the explosion is 
followed after a momentary interval by a phonation 
from the brief meeting of the cords before the ex¬ 
piratory current has ceased. The explosion is 
accompanied by expulsion through the mouth of 
whatever substances are removable by . the blast. 
Loud phonation often accompanies the explosion 
in neurotic and excitable subjects. 

The fifth stage is an excellent means of sweeping 
sputa from the air-ways, for it is speedy and effec¬ 
tive ; also, within moderate limits, it is harmless. 
That is to say, the explosion should be (a) moderate, 
{/>) not too frequently repeated, (c) should not 
occur until the sputum has reached the larynx, 
( d ) should not be phonated. When, on the other 
hand, the reverse of these conditions or of any of 
them obtains, the harmful effects of this stage 
often considerably outweigh its advantages. If 
the explosion be violent the irritation set up 
thereby in the laryngeal mucosa stimulates a reflex 
and probably needless repetition of the cough, 
and in chronic cases this sums up heavily against 
the patient. VVhen the fifth stage occurs before 
the sputum has reached the larynx it is useless and 
therefore harmful. Finally, the injuries done to 
the cords by phonated cough, although they do 
not pass unnoticed by the average practitioner, 
are not often mentioned in the works on general 
medicine. 

In what has been already said it has been 
assumed for the sake of illustratioh that, in the 
discharge of cough, the sputum is in the first stage, 
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within the larynx and close to the glottis, in which | 
case cough, as ordinarily performed, is always a i 
useful and essential function. In those instances, i 
however, in which the sputum has not already | 
reached such a position as to be removable by the 
fifth stage, the efforts of the preceding stages, and 
more especially of the third, are more or less 
wasted, and the strength of the patient correspond¬ 
ingly exhausted. It is from the recognition of ! 
these facts that, in addition to other suitable 1 
remedies, sedatives are given, and rightly given, I 
with the double object of moderating the force j 
used and of increasing the length of the intervals, j 

The method referred to in the title of this paper 
as lessening some of the harmful effects of cough 
is intended solely as a mechanical aid to the ordi¬ 
nary routine therapeusis. It may be briefly I 
described as discharging cough without closing the 
glottis, that is, by maintaining the glottis open 
from the first stage onward. So that when thus 
performed cough should consist of (i) a forced but I 
not considerable inspiration made through the | 
nose, the lips being closed ; and followed (without | 
closure of the glottis and without pause) by (2) a | 
forced expiration through the mouth. It is mani- | 
fest that in this procedure the third and fourth | 
stages, for which cough is responsible, are alto- | 
gether omitted. j 

If it be granted that the foregoing description of \ 
cough, as usually performed, is fairly correct, then I 
it ought logically to follow that the “ open ” method I 
of discharging cough should prove of very material J 
help in the treatment of such diseases as, e.g. (1) | 
chronic bronchial catarrh, bronchorrhoea, emphy- 
sema, bronchiectasis, etc.; (2) some acute dis¬ 
orders, as acute bronchial catarrh, pneumonia 
(especially in the earlier stages), and, where the 
patient has previously learned the habit, even in 
acute bronchitis, etc. 

Practically it has been found, after an experience j 
of some years, that such inference has been amply | 
justified by the results, as shown in the following 
cases. 

Unfortunately no notes- were made at the time 
as publication was not contemplated, but the state¬ 
ments made are of facts well remembered. 

Case i. —Male, aet. 26 years. Had suffered as 
long as he could remember from the symptoms of 
which he complained—those of bronchiectasis. 
His daily average of sputa was not less than 


10 fl. oz., and during acute intercurrent attacks of 
bronchial catarrh, to which he was very subject, 
considerably more. The lower lobes of both lungs 
were chiefly affected. Patient was keenly interested 
in the “ open ” cough as explained to him, and 
from the first used it almost exclusively in place of 
the ordinary cough. By the end of the first week 
the amount of sputa had fallen quite appreciably, 
and within a month to 3 fl. drm. Also the intervals 
between the coughs became, after the first few 
days, much longer—a fact which he was the first 
to observe, and to which he called attention. 

During the next four weeks that he remained 
under observation the total amount of expectoration 
did not rise above 3 fl. drm. in the twenty-four 
hours. Since leaving for the country he reported 
that he was much better in every way than he had 
been for years, that the cough was much less 
frequent, and that the daily average of sputa did 
not increase, but remained about the same, viz. 
3 fl. drm. 

Case 2. —P'emale, aet. 57 years. Chronic bron¬ 
chial catarrh with considerable emphysema and 
much expectoration. Open cough taught her 
on her recovery from an acute attack. She was 
not more than about three weeks under treat¬ 
ment, but even in that time there was decided 
improvement in respiratory power and somewhat 
lessened sputa. She was very weak and fragile 
after the acute attack, and recovered her strength 
slowly, but volunteered the statement that she had 
not so much “ oppression/’ 

Case 3.—Female, aet. 36 years, third stage of 
phthisis. Patient neurotic and difficult to manage. 
Coughed often with unnecessary violence, and at 
such times phonated the cough. She had no 
difficulty in learning the “open” cough; but at 
first it was difficult to make her persevere. However, 
after much persuasion she did use the new method 
the greater part of the time. Not too much was 
expected in this case; nevertheless a slight but 
marked gain in strength followed; and this was 
noticed both by the patient and her friends. 

Case 4.—Male, aet. 53 years. Emphysema, 
“ barrel-shaped ” chest, weak, dilated heart, cold 
extremities. Suffers from occasional attacks of 
bronchial catarrh, and has to winter abroad. Had 
been advised by a physician to “ take a deep 
breath and hold it for ten seconds; and to repeat 
this procedure several times in the day.” (As 
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might have been expected, this treatment did not 
improve the emphysema.) This patient was an 
intelligent man, and realising the benefit of the 
“ open ” cough in his case readily adopted it as his 
habitual mode of coughing. He was only a fort¬ 
night under observation when he left for Egypt. 
Two months later he wrote to say that he had been 
using the “cow-cough,” as he called it, even 
during an attack of bronchial catarrh on his way 
out, and that much to his surprise he was dis¬ 
tinctly better on his recovery than he had been 
previously. 

It is unnecessary to take up further space by 
giving instances, although in the majority of cases 
quite satisfactory results were obtained ; and in 
many of the least hopeful, especially in those of 
chronic bronchial catarrh, the “open” cough— 
frequently unaided by administration of drugs— 
steady and sometimes rapid improvement took 
place. Unfortunately the “open ” cough is impos¬ 
sible in pertussis, the severer forms of acute 
bronchitis (during the earlier stages), and generally 
where the stimulus is severe. 

It is perhaps pardonable to hope that the simple 
and quite obviously harmless treatment by the 
“ open ” cough may be given a trial by practitioners 
generally, and especially by those who are attached 
to hospitals, and who, therefore, would have 
opportunities of observing the results under the 
most satisfactory conditions. It is in this hope 
that the following suggestions are offered. 

It is essential for the success of the treatment that 
it should be taught personally by the practitioner 
himself; and that the subject should by no means 
be dismissed in a few words of perfunctory instruc¬ 
tion. The following points should be clearly and 
briefly explained to the patient: (a) That cough is 
fatiguing when frequently repeated, especially when 
violent, (b) That it is therefore harmful when not 
required, (c) That it is important to refrain from 
coughing unnecessarily. ( d) That the “ open ” 
cough should be used when possible in place of 
the ordinary cough, (e) Describe and desire the 
patient to perform the “open” cough. (/) Ex¬ 
plain that by its means the sputum is more effec¬ 
tively and less harmfully advanced than by the 
ordinary cough, (g) That the latter, when the 
sputum has got high enough up, is then the 
natural and most desirable means of expulsion. 
(A) That in chronic cases no immediate results 
are to be looked for. 

November 8 th, 1909. 


Syphilis : its Diagnosis, Prognosis, Prevkn- 
tion and Treatment. By Thomas Pugh 
Beddoes, M.B., B.C., F.R.C.S. London: 
Rebman, Ltd., 1909. 

i This excellent handbook on syphilis is of especial 
1 value to the general practitioner, as it would be 
difficult to raise a question either on the pathology 
of the disease or the suitable treatment of any of 
its varied manifestations that the answer could not 
be found at once, as it is as well indexed as the 
letter-press is clear. 

Any medical man who has experienced what it is 
to have suffered from the disease, however obtained, 
as the writer of this unfortunately has, will see his 
case carefully word-pictured, and will wish that 
both he himself and those who treated him had 
had all the information so ready at hand which is 
here so clearly given. 

Should, however, one wish to criticise specially 
(where all is so good), attention might be called 
| to the question of the duration of treatment, and 
instead of two years from the last manifestation as 
| described, it would have more strongly emphasised 
i the necessity for long-continued treatment had 
j four years been regarded as the minimum time 
for continuous treatment of one kind or another 
| whether any signs continued to manifest them- 

I The treatment of a primary case of syphilis from 
; its earliest manifestation in a normal individual to 
J its cure is not difficult so long as sufficient time is 
1 given, but as every practitioner knows, for every 
primary infection he has to treat he has countless 
recurrent manifestations, often of the most obscure 
kind, which are the result of treatment insufficient 
usually in regard to duration. 

A question of importance which might well have 
been afforded more consideration is the effect of 
j the incidence of syphilis on an individual of a 
! family which for generations had been free from 
I the disease, or the introduction of the disease for 
j the first time into a race previously immune, if such 
exists now, as an indication of how far hereditary 
prophylaxis exists in regard to affecting the subse- 
| querxt severity of the course of the disease. 

These may be regarded as points of minor 
importance, but they serve to show how extensive 
the subject-matter is and how exhaustive the 
author’s notes are. 
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A CLINICAL LECTURE^ 

on 

THE PERIOD OF REPOSE IN 
ACUTE APPENDICITIS. 

Delivered at St. Bartholomew's Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 

Surgeon to the Hospital. 


Gentlemen, —To-day I am about to try to make 
clear to you a most deceptive phase of a most decep¬ 
tive disease. It seems almost improper to paraphrase 
our greatest poet and say, “ The wisest of men have 
erred and by appendicitis been deceived, and shall 
again, protest they ne’er so wisely.” The phase is 
called by various names. I think that Mr. Charters 
Symonds, in an admirable address delivered before 
the Hunterian Society, was one of the first to call 
it “a period of repose.” You might call it a 
period of calm, or a latent period. This phase has 
the following characteristics : The patient, usually 
young, perhaps athletic, is suddenly seized with a 
violent abdominal crisis, which may or may not be 
diagnosed as an attack of acute appendicitis. 
About the time of this crisis he or she is sure to 
complain of violent abdominal pain, not neces¬ 
sarily pain in any particular part of the abdo¬ 
men, but violent abdominal pain. Simultaneously 
vomiting may occur and possibly a shivering attack. 
The patient is probably seen in bed, or is sent 
to bed, and, the abdominal pain being excessive, 
may be treated with opium or a dose of morphia. 
The temperature, if taken, will be found to be 
exceedingly high, and perhaps the pulse will be 
accelerated. The action of the intestines will be 
in some way altered: as a rule the bowels are 
constipated. The patient is in great agony and 
exceedingly ill. Now this is the point I am coming 
to : when such a patient is seen again a few hours 
later, say the following morning or the following 




MR. LOCKWOOD. 


82 The Clinical Journal. ] 

afternoon, the whole of those symptoms may 
apparently have subsided, the patient’s mind will 
be perfectly clear, and he may be rather sanguine 
and pleased with himself. The patient will over 
and over again tell you, “ I am very much better”; 
“ I really think I am quite well ”; “I am sure that 
this is over” ; “I am getting better.” In addition, 
the patient will not infrequently say that he is 
exceedingly hungry, and whilst you are in the room 
his one continual cry is, “ What may I have to 
eat ? ” “ May I have some food ? ” Also, he may 

tell you that he has passed a good night and is 
fairly free from pain. Surely, if that is the correct 
account of an abdominal crisis and of a period of 
calm or repose afterwards, anyone might pardon¬ 
ably be deceived. And my object in delivering 
this lecture to-day is to put you all upon your 
guard and try to give you indications which should 
prevent your being deceived. I have thought it 
painful when a friend has been watching a case 
of acute appendicitis and has been deceived by 
the period of calm, and under the impression that 
matters were going on right and that the patient 
was recovering, and yet he has seen, under an 
anaesthetic, a stinking and gangrenous appendix 
removed. I say it has been painful to watch his 
face and see how unhappy he has felt. 

Before proceeding I may profitably mention a 
few illustrative cases, which have occurred within 
recent times, to show that highly competent men 
have been deceived. Some time ago I was asked 
to see a man not very far from this hospital 
who was under the care of a highly competent 
person. I was told that his friends were all 
abroad, that although he had had a severe abdo¬ 
minal crisis he was better, but they thought it 
would be wise that somebody should see him, 
more for the satisfaction of his friends than for 
any other reason. I went there, within half a 
mile of this hospital, and was shown into a room 
where a very stout man was sitting on the side 
of the bed. He had been up and had shaved 
himself. When asked about his condition he 
said his abdomen was free from pain, and that he 
was sure he was very much better. However, at 
that period he had a pulse of 124 to 130, and 
when the peritonum was pressed upon through the 
rectum it was found to be exquisitely tender, and 
in a few hours a large quantity of pus was let out 
of his abdomen and a gangrenous appendix 
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extracted. Not long since I saw a young man who 
within a short period of his illness had played 
football, and was conducting himself like any 
ordinary healthy, vigorous young man. He had an 
abdominal crisis which at the time was thought to 
be due to acute appendicitis, and that he might 
require an operation. However, the day on which 
I went to see him he expressed himself as very 
much better, and had been reading a book. His 
temperature had fallen, his pulse was less rapid 
and his bowels had acted abundantly, and there 
was every reason to suppose that he was pro¬ 
gressing safely towards recovery. And yet within 
half an hour an appendix perforated in three places 
and surrounded by a large quantity of pus was 
extracted from his abdomen. Or again, I remem¬ 
ber a case seen with an old Bartholomew’s man, 
Dr. Tanner, which might have been full of decep¬ 
tion. Here is the history: On June 12th he 
began to have an abdominal pain, and this went 
on for nearly a week. He went on his bicycle on 
June 18th to see Dr. Tanner, who at once saw how 
ill he was and sent him back to bed, where again 
he had violent abdominal pain. That night his 
temperature was 104 0 F., pulse 96. His tempera¬ 
ture descended to io2°F., and I think it was at 
that height when I saw him. But his pulse had 
dropped to 64. A high temperature with a falling 
pulse is not a particularly good sign. But this is 
the point: that you might have thought he was 
better, for he was lying in bed looking pleasantly 
on while his mother read to him from a book. 
Any superficial observer might have thought that 
that boy was on the high road to recovery. But 
he quickly had a stinking appendix abscess opened, 
and a perforated appendix removed. Now surely, 
if I have given you a correct account of these 
cases which have had this period of calm or repose, 
or latency, anybody might pardonably be deceived 
by them. 

Now I am going to endeavour to make clear to 
you some of the ways by which you may avoid 
being deceived by this period of calm or repose. 
You have never yet heard me advise you to pay 
much attention to the history of cases. Of course 
many of the histories which are read out in the 
wards are masses of credulity. The statement 
made by a certain maid that her father had 
died of cancer might be accepted as evidence by 
me if I had been present at the post-mortem 
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examination and seen sections under the micro* 
scope. But the kind of history which I am direct- 
ing your attention to is not nonsense of that 
description. It is a history of quite recent and 
marked events. Observe I have been repeating 
the history of an abdominal crisis with violent 
pain. Next there will be the history of vomit¬ 
ing, and you may get a history of a heightened 
temperature and accelerated pulse. Then, perhaps, 
you will get a history of some alterations in the 
functions of the intestines. It may be that they 
have become constipated, with subsequent dis¬ 
tension, or there may be diarrhoea. But now I 
shall make to you what I believe is a very im¬ 
portant observation: Do not attach the slightest 
importance to the absence of any one or two or 
three or four signs. Presently I will point out to 
you that you must glue your minds on to a few 
essential signs. There may be a history of some¬ 
thing before. In all those cases which I have 
mentioned to you there was a history of some 
premonitory disease, abdominal attacks of pain, or 
wind, or indigestion, or belly-ache. But I cannot 
help thinking that if the patient had been critically 
examined at the time of those abdominal attacks, 
something would have been found which would 
have indicated some form of chronic, smouldering 
appendicitis. Do attach the greatest importance 
to the history of those attacks. Now there is 
one point in the history which is very often over¬ 
looked, and yet it is one to which I attach the 
very highest importance. Inquire whether there 
is pain during the act of micturition. In one out 
of every five patients with appendicitis an inflamed 
appendix is in the pelvis, and when an inflamed 
appendix is in the pelvis, either lying on the pelvic 
brim, or lying at the pelvic brim behind the broad 
ligament, or lying on the front of the broad liga¬ 
ment on the dome of the bladder, or lying amongst 
the coils of intestine in the upper part of the pelvic 
cavity, that excites a surrounding inflammation of 
the peritoneum. The parietal peritoneum is an 
exquisitely tender structure, and when the patient’s 
belly gets full this tender peritoneum is stretched 
and causes pain. Or when the patient empties 
his bladder then the peritoneum is stretched and 
the patient experiences sharp pain ; perhaps he 
describes it as a sharp stabbing pain following on 
micturition. But over and over again that pain, 
felt when the bladder is either very full or is 


empty, taken with other signs, has been the clue to 
an inflamed and perforated appendix. 

J Now let me proceed to deal with the way in 
which you will examine the patient. You have the 
history of this violent abdominal crisis, which I 
need not recapitulate; the patient is before you and 
1 you are about to make your examination. How 
will you proceed? You will go according to the 
ordinary rules of diagnosis, and look at the whole 
1 patient. The patient’s face may be significant. 
But I repeat, do not attach the slightest importance 
to the absence of any sign which you have been 
told ought to exist. Less than a week ago I saw a 
patient who had an acute pelvic abscess caused 
by a gangrenous appendix. She had an excellent 
| colour, eyes bright, mucous membranes perfect, 

1 and the only thing which you could have said 
| about that young lady’s face was that she had 
the face of a person who was excited. Her 
I voice was loud and resonant, and it was in that 
voice she told us she was hungry and implored us 
to give her articles of diet. Do not be deceived 
by the appearance of the face, but watch the 
muscles of expression. People who are suffering 
pain use their pain muscles. Look attentively 
at the orbits. People who are poisoned may have 
bright eyes but their orbits are hollow. People who 
are poisoned may have a very pale face, and their 
complexion may be what is often described as 
| muddy. Their mucous membranes maybe slightly 
altered, but I do not attach any importance to the 
1 absence of any of these signs. But if any of them 
I are present, make a note of them. The patient has 
| had a great abdominal crisis; his face is pale, his 
| orbits are hollow, and you must try to discover the 
cause of that illness. Having examined the counte- 
[ nance, you might next observe the posture in which 
I the patient lies. I do not attach much importance 
to that. When a person has an acute appendix 
abscess stowed away in the pelvis or behind the 
colon, or in some place where it is not easily 
squeezed when he moves, he may be lying on his 
side, but people who are very ill lie upon their 
back. Next examine the pulse. The pulse may 
I be accelerated, and usually it is, and if it is 
accelerated observe the manner in which it beats. 
I have so often heard it said, “ The pulse is only 
1 120.” Perfectly true, but if you have carefully 
! noticed the pulse you have observed it falter, 
and miss a beat now and then, indicating that 
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that poisoned heart was beginning to give in. 
Next, if the pulse is not accelerated it may be that 
the patient is old, or there may be some pecu¬ 
liarity about him. Do not attach too much 
importance to a slow pulse. If it is accompanied 
by a high temperature you will attach importance 
to it, and it may be a sign of very grave poisoning. 
Now although a high temperature is of significance 
do not think too favourably of a low one. If 
you can ascertain that there is leucocytosis, that 
is a valuable apiece of confirmatory evidence. I 
do not attach too much importance to it, and it is 
not worth while to waste time in order to have a 
blood-count made. Do get into the habit of 
counting the respirations, and of looking at the 
note of the respirations which the nurse has 
placed on the chart; if not you will surely one day 
mistake pneumonia for appendicitis. Now the 
time comes when you begin to examine the abdo¬ 
men in which this crisis has occurred. We will 
assume that the patient is lying upon his back, not 
to one side or to the other, but squarely on his 
back. If the patient is not placed properly for you 
to view, you may mistake some natural projections 
of one of the flanks for a projection caused by an 
abscess or a collection of fluid there. Suppose 
you begin to look at the patient’s abdomen. Let 
me give you a very important piece of advice, and 
it is this ; think of the kind of abdomen you are 
looking at. The abdomen of a young, strong, 
athletic person has thick, taut muscles, and it does 
not easily distend, but it easily becomes rigid. So 
that if, in your mind, you attach enormous impor¬ 
tance to the presence of abdominal distension in 
acute appendicitis and see none in the patient you 
are looking at, you might easily be deceived. The 
patient is not distended because his abdominal 
wall is too rigid and tight to distend. 

Next, let me advise you to get into the habit of 
estimating the thickness of the abdominal wall. 
Surely when a patient’s abdominal wall is covered 
with three inches of subcutaneous fat, that ought 
to be taken into consideration, and it is not likely 
that you will feel very much in that abdomen, nor 
is it likely that you will form a very correct 
estimate of the amount of distension. The fatness 
of the abdomen is very easily ascertained by simply 
lifting up the folds of fat from the muscles between 
the finger and thumb. Having formed an 
estimate of the kind of abdomen which you are 


| dealing with, form an estimate, if you can, of the 
| amount of distension, because all cases are not 
, fat, and all are not athletic. Some have thin 
I abdominal walls. I suppose there are degrees of 
I distension. In the first degree the abdomen 
becomes protuberant in front. In the second 
degree of distension the flanks bulge out a little. 
In the extreme degrees the distension is so great 
! that the abdomen becomes lifted up above the 
level of the costal margins—a degree of distension 
which is ominous. If the abdomen is very much 
distended you may not feel a small abscess at the 
ileo-oecal junction, nor one at the pelvic brim, nor 
behind the caecum or right colon. So the 
amount of distension is a guide to what you may 
reasonably expect to ascertain when you feel the 
abdomen. 

Another point is the degree of tenderness of 
the abdomen. I have already mentioned th t pain 
which the patient feels. I do not think patients 
are willingly deceiving you, but they will readily 
tell you that the pain is on the wrong side of the 
abdomen, especially when there is an abscess in 
the pelvis. So their statement with regard to the 
situation of the pain has to be taken very guardedly. 
If the patient immediately puts his hand on the 
right iliac fossa and lifts up the right leg and says, 
U I have got a frightful pain in the right side of the 
abdomen,” it will at once put you on the track of 
the position of the inflammation. Next, see what 
tenderness you can elicit. Tenderness is a thing 
about which it is easy for anyone to be deceived. 

I am constantly seeing the abdomen felt for 
tenderness in what I believe to be a quite im¬ 
practicable manner. The patient, having been 
placed on the back in a comfortable position, with 
the head raised so that you can watch the muscles 
of expression, begin at the part of the abdomen 
which is furthest from the point where you think 
the tenderness is likely to be, and then apply the 
exact tip of your index finger to the abdominal 
wall and begin to press. The first thing you will 
indent will be the subcutaneous fat, of which there 
may be much or little. Next you come upon the 
muscle, and if you give the muscle a little push, 
anything inflamed underneath it will cause the 
muscle to assume a protective rigidity. If there is 
nothing inflamed underneath it it will allow you 
to push it down on to the next layer, namely the 
peritoneum and the intestines. When you have 
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felt the muscle and what it is like, give a sharp 
prod with the point of your finger. If there is 
anything tender beneath you will find the muscles 
tighten up, and very likely the patient will cry out 
and say, “ You are hurting me with your nail,” you 
of course, having no projecting nail to hurt him 
with, and are using only the pulp of the finger. 
You gradually approach, as I have said, what you 
expect to be the affected spot. If you conduct 
your physical examination with tact and skill you 
will be able to locate with perfect precision the 
exact seat of tenderness, but not necessarily the 
exact seat of the appendix, though possibly the 
seat of the intensely inflamed area. That does not 
complete the examination for tenderness, because, 
as I have said, do not attach the slightest im¬ 
portance to the absence of any one sign. When 
nothing can be felt on the front of the abdomen, 
nor in the right flank, do not assume there is 
nothing inflamed or tender in that abdomen. The 
next step is to ascertain the condition of the pelvic 
peritoneum, and in by far the greater number of cases 
you will already have had a clue to the condition of 
the pelvic peritoneum. On cross-examination of the 
patient he may have informed you that it hurt him 
exquisitely to empty his bladder, or that it hurt him 
very much when the bladder was full. Now comes 
the time for a rectal examination, and that requires 
to be made in the proper manner. Patients very 
rightly hate rectal examinations, and always begin 
with preconceived ideas that they are painful. 
Therefore it is important you should begin the 
rectal examination by trying to gain the patient's 
confidence. First he must be taught to dis¬ 
criminate between the pain which is felt at the 
anal orifice when it is stretched, and the pain 
when the tip of the finger is pressed against the 
peritoneum or against the pelvic wall. Over and 
over again a finger passed up into the rectum im¬ 
mediately comes to an exquisitely tender, inflamed 
pelvic peritoneum, and it is hardly necessary to 
go further. Or you may feel a tense swelling, 
which may be an abscess. But do not be deceived 
with what you feel per rectum. Most extraordinary 
things are felt. I make a note of cases upon which 
I have operated as soon afterwards as possible, 
and note anything out-of-the-way. I have a note 
of a curious painless, doughy swelling felt per 
rectum. That patient had a collection of pus on a 
level with the pelvic brim. He had no tenderness. 


What did this swelling mean ? The last patient I 
examined with pelvic abscess had not very much 
rectal tenderness, but the pelvic peritoneum was 
distinctly tender, and I felt something projecting 
into the pelvis, which might have been an inflamed 
Fallopian tube. But do not expect to feel anything 
in particular. Attach the very greatest possible 
importance to the presence of tenderness there. 
If, after the abdominal crisis, you find pelvic 
tenderness, and there is in addition a history that 
there has been pain on micturition, then the 
probabilities are very strong that you will find a 
pelvic abscess. But the abscess, although it is so 
often in the pelvis, may be in other regions. 
Perhaps the commonest place is the ileo-caecal 
junction, or it may be underneath the caecum, or to 
the right of the colon—a most favourable place— 
or it may be retro-colic. Think of a retro-colic 
abscess in a patient, with a layer of one and a half 
inches of fat in the abdominal wall and thick 
muscles, and after that with a good deal of ab¬ 
dominal distension, what should you infer from the 
fact that you do not feel any abscess? Under 
such circumstances you may not elicit very much 
tenderness, and under such circumstances, again, 
you have to fall back on the history of a great 
abdominal crisis. 

I trust I have made it clear to you how important 
it is to examine the patient correctly for this tender¬ 
ness. When it comes to feeling the abdomen for 
inflammatory tumours I am very sceptical about 
feeling them. I only say with extreme caution 
that I feel lumps, and should have been deceived 
over and over again if I had been of a credulous 
turn of mind. But any abdominal rigidity or lump 
which can be felt is of the very greatest importance 
to the surgeon, because it is a guide to the site of 
the incision. For instance, a little boy was seen to 
have a slight swelling in the right flank. That was 
percussed and found to be dull. It was known to 
be exceedingly tender, and therefore an incision 
was not made in the usual appendix region, but far 
out in the right flank. An abscess was opened 
without entering the general peritoneal cavity. Or 
a young lady was watched day after day and no 
sign of tenderness was found. But at last tender¬ 
ness was found per rectum , and she informed us 
that it hurt very much to empty the bladder, and 
that she had increased frequency of micturition. 
An incision through the rectus abdominis opened 
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the pelvic abscess, which had in it a gangrenous 
appendix. So if there is a rigid or tender area, 
and if in that area a lump is felt, and if that lump 
is exquisitely tender, it is a help to the situation in 
which to make the incision. 

There is one further point. Supposing that this 
great abdominal crisis is clear, and after all the 
pains which you have taken in the examination you 
still feel uncertain that the patient has an acutely 
inflamed appendix with its surrounding area of 
acute septic peritonitis, there is one further step i 
which you can take and which may throw light 
on the case. But that is a step which ought not 
to be taken until you are prepared to proceed 
with the next step, and that is to open the abdomen. | 
An examination under an anaesthetic on many 
occasions reveals at once that there is a hard i 
or tense swelling situated, we will say, at the ileo- 
caeca 1 junction or outside the colon, or behind j 
the colon, or on the brim of the pelvis. If I were 
asked what is the most dangerous kind of 
appendicular abscess I should say that it is one j 
situated just on the brim of the pelvis, because 
there it is not near enough to Douglas’s pouch to 
make it exquisitely tender, and it is not near enough | 
to the parietal peritoneum in front to make it I 
tender, and it is in the situation where it is j 
thoroughly covered up by the coils of distended 
intestines which protect it from attempts to elicit 
tenderness. I have often thought that these cases 
are the most deceptive of all. 

Now supposing you are deceived by the period 
of calm, what is sure to happen to the patient? 
The patient’s heart will become so poisoned that 
it will begin to beat faster and faster and at last 
cease, and cease in not very many hours. I should 
put the effect on the heart first. And when you 
put to yourself the question, Should I delay in 
this case? Shall I wait until to-morrow to see if j 
he is better? I believe there is one perfectly 
simple and straightforward way of answering that: 
No. The heart is beating at 120; how long do 
you suppose it will be able to continue at that 
rate? I think the heart is just beginning to 
falter; surely we had better proceed as fast as we 
possibly can. Remember I have told you of a case 
in which there was an acute appendix abscess with 
a perforated appendix, in which the pulse was 64 
but in which the temperature was 102° F. The j 
abdomen, however, was slightly distended and j 


! exquisitely tender. What next will happen ? There 
I will be an extension of the septic inflammation and 
a wider area of peritoneum involved. Next the 
probabilities are that the intestines will cease to 
function. One of the great functions of the intestine 
is to propel the faecal and intestinal contents, and 
; if they cease to work the abdomen becomes more 
and more distended and inflammatory obstruction 
ensues, and the probabilities are that the patient 
will die. Remember this about distension—that 
it is inevitable. There are many causes of disten¬ 
sion, and one of them is inflammatory obstruction. 
Picture to yourself an acute abscess at the ileo- 
caecal junction, an acutely inflamed caecum, and 
an acutely inflamed ileum and ileo-caecal valve. 
That is surely a great obstruction to the passage of 
anything through that piece of intestine, especially 
when you recollect the inflamed intestine lias 
ceased to function, and that in itself is equivalent 
to an obstruction. Besides that, remember that 
the intestines are full of gas-forming bacteria, which 
will inevitably proceed with their function of 
forming gas and cause those intestines to be tighter 
and tighter. I wonder when a case is really hope¬ 
less. You must be charitable in your judgment 
when you hear that surgeons have operated upon 
cases and they have died, because it is so ex¬ 
ceedingly difficult to say when a patient will or will 
not die of acute general peritonitis. The most 
extraordinary case I have ever seen was that of a 
school-girl, set. 11 years, who was under the care 
of two old Bartholomew’s men, Newton and 
Palgrave. In that child the abdomen contained 
J a large quantity of pus, her pulse was 144, the 
temperature had been io2°F., and it had fallen 
to 98° F.—not a good sign. Her hands and feet 
were cold and blue, and the pulse was difficult 
to count. There was no doubt about the dia¬ 
gnosis. It was almost impossible to tell whether a 
patient would or would not die under such circum¬ 
stances, and therefore I was prepared to do my 
best, and that best consisted in opening the 
abdomen and washing out a huge quantity of pus. 
Mr. Newton stopped with the patient ; gave her 
stimulants, gave her warmth, and injected saline 
solution subcutaneously. He revived her, and 
she got quite well. Some cases are certain to 
die if left alone but are not certain to die if 
operated upon, so that on the whole if there is 
the slightest possible chance I think an operation 
ought to be performed. 

November 15th, 1909. 
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THE DIAGNOSIS OF UTERINE j 
HEMORRHAGE.* 

By H. MACNAUGHTON-JONES, M.D., M.A.O., ! 
M.Ch. 


As the President of your Society is typically a | 
man to whom an ounce of fact is worth pounds of | 
theory, it was natural that wffien he did me the | 
honour of asking me to give this address, the invi¬ 
tation should be accompanied by an unequivocal j 
hint that anything I should say ought to have a I 
bearing on everyday experience and practice, j 
Transcendental philosophy and hypothetical ' 
problems are welcomed in the discussions at 1 
purely scientific gatherings, at which abstruse j 
aetiological and pathological questions are debated, , 
arising often out of cases which only a certain 
proportion of men see once in a lifetime. 

In the immediate past I have heard universal 
expressions of pity for, and sympathy with, a very 
able gynaecologist who brought forward a case j 
which he considered unique in its nature, but 
which an investigation committee subsequently 
proved was not what he thought it was. The 
interest in such a case concentrates itself in the 
absolutely unique character of the affection which 
no one else had before observed, *and the disap¬ 
pointment accruing in the discovery that he was 
mistaken. The influence that it might have on 
the health of womankind in the future, assuming 
that he were correct, would be somewhat akin to 
that exerted on our earth by the re-appearance of 
a comet in some thousands of years. 

The only persons really interested would be a 
few astronomers. 

This, I take it, is what your President wished 
me to avoid. The subject I have selected is one 
of which at first sight you will feel inclined to ask : 
Is there anything new to be said about it? If all 
I have to say is stale to some, I must apologise 
for the consumption of time involved in trying 
their patience. Yet I must hope that at least 
there is food for reflection in a brief summary of 
the aetiological factors in the causation, and a few 
of the contributory conditions, systemic and local, 
which have to be remembered in the diagnosis of ! 

# Address to the East Anglican Branch of the British 
Medical Association, delivered at Clacton-on-Sea. j 


uterine haemorrhages. I am therefore limiting 
my remarks to diagnosis, necessarily touching on 
some points of etiological importance bearing on 
this. Diagnosis, however, is half the victory in 
the battle with disease, and from the point of view 
of the patient is of more importance than some 
piece of fragmentary tissue or rare microscopic 
specimen preserved for exhibition, with a report 
on its pathology if she survive, or, be she ever so 
philanthropic, the chance of its being added to a 
museum for the inspection of others when she is 
dead. 

Anyone who glances at the table I have com¬ 
piled of the different causes that lead to uterine 
bleeding will see that it is only possible to skim 
over the subject of diagnosis in a single discourse. 
This must be so, since it touches almost everything 
included in the whole range of gynaecology. 
Therefore, in the first instance, I will ask you to 
go through this aetiological classification, and then, 
having dealt with a few first principles, I shall 
draw attention to those associated and correlated 
conditions which have to be borne in mind if we 
wish to avoid what I have elsewhere written of as 
“gynaecological pitfalls,” into which every one of 
us, had we the proverbial sagacity and wariness of 
a gynaecological rat, is apt to fall. 

Uterine Hemorrhage ; Extra-Genital and 
Genital Sources. 

(Excluding haemorrhages of pregnancy, save those 
following abortion, and ectopic gestation.) 

Extra-Genital. 

Cardiac lesions , as incompetence and insuffi¬ 
ciency. 

Hepatic , as Cirrhosis, portal congestion. 

Renal , as chronic nephritis, hydronephrosis. 

Nervous system .—Psychical (emotional asso¬ 
ciated with hysteria, mental shock), central, 
peripheral, vaso-motor. 

Affections of the rectum .—Chronic constipation, 
haemorrhoids, rectocele, neoplasms. 

Circulatory and blood diseases , as arterio¬ 
sclerosis, haemophilia, malaria, leukemia, pernicious 
anaemia, diabetes, myxoedema, deficiency of lime- 
salts. 

Pelvic tumours .—Sacral and others. 

Zymotic , as fevers, exanthemata. 

Sepsis. 
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Genital. 

Uterine. Extra-uterine . 

Corporeal—cervical. Ovarian, tubal, intra¬ 

ligamentary, parametric. . 

Corporeal. 

Peritoneal and sub-peritoneal. —Inflammation, I 
tubercle, sepsis, neoplasms (benign and malig¬ 
nant). 

Interstitial {mural).— Stenosis of the isthmus, ! 
inflammation, sub-involution (hyperplasia), dege¬ 
neration, as adenomatous, malignant; gestation; 
telangiectasis; myomatous tumours and their 
degenerations, chiefly necrosis, myxoma, cystic, 
calcareous, carcinoma, sarcoma. 

Endometrial. —Inflammation;growths, as polypi, 
myxoma, adenoma, malignant, tubercle, syphilis. 

Menstrual hemorrhage {menorrhagia and 
metrorrhagia. — {a) Child-bearing period (any of 
the above causes), abortion and # placental polypi ; 
inversion following abortion ; ( b ) climacteric and 
post-climacteric, especially hyperplasia, tumours, 
malignant disease. 

Displacements.— Retro-displacements, descent 
and prolapse, anteversion with myoma in anterior 
wall. 

Hydatids. 

Actinomycosis. 

Traumatisms. 

Cervical. 

Inflammation and erosion. — (a) Vaginal origin 
(as gonorrhoea); {b) Corporeal origin, lacerations. 

Degenerations. —Follicular; malignant, as carci¬ 
noma, sarcoma, adenoma. 

Neoplasms . —Myoma, polypi, adenoma. 

Extra-Uterine. 

Ovarian ; principally inflammation, displace¬ 
ments, degenerations, tumours (benign and malig¬ 
nant), tubercle, syphilis, gestation. 

Tubal. —Inflammation and its consequences, 
torsion, displacements, degenerations, malignant 
growths, tubercle, syphilis, gestation. 

Intra-ligamentary. —Thrombus, cysts, growths, 
gestation. 

Parametric. —Inflammation, thrombus. 

Mammary , as prolonged lactation. 


Scheme of Nerve Supply ok Uterus and 
Ovary. 

(Professor R. W. Reid, Aberdeen.) 



“ Central impulses are sent to the uterus through 
the lumbar portion of the spinal cord, thence by 
the anterior roots of the third, fourth and fifth 
lumbar nerves, through the sympathetic upon the 
aorta, and on by the hypogastric nerves, via the 
pelvic sympathetic plexuses to the uterus. Stimu¬ 
lation of these nerves causes contraction of the 
muscular fibres of the uterus (longitudinal and 
circular) and vaso-constriction. There are efferent 
nerves to the uterus from the third and fourth 
sacral nerves or the pelvic visceral nerves {rtervi 
erigentes) causing muscular contraction, vaso¬ 
dilatation, etc. 

“The afferent paths from the uterus have not 
been so accurately defined, but their course seems 

# I am indebted to Professor Reid for the accompanying 
diagram and the descriptive notes. 


Renal 
arter j. 


Aortic 

plexus. 

Ovarian 

plex. 


Hypogastr 

plexus. 


Ovary. 


Cervical 

ganglion 



The Clinical Journal. ] DR. MACNAUGHTON-JONES. [ Nov. 17, 1909. 89 


to correspond very much with those of the efferent 
paths. 

“ Referred pain from the uterus is commonly in 
the somatic distribution of the following nerves: 
tenth and twelfth dorsal, first lumbar and second 
and fourth sacral, and from the ovary in the 
distribution of the tenth dorsal nerve. 

“Reflexes affecting the uterus are carried out 
through the lumbar portion of the spinal cord in 
response to afferent impulses from the uterus itself, 
mamma, and along various afferent nerves from 
the area of distribution of above segmental nerves 
tenth and twelfth dorsal, first lumbar, and second 
and fourth sacral); affected either in the direc¬ 
tion of augmentation or inhibition by impulses 
descending from the brain (emotional, etc.)/* 

In connection with this enumeration of the 
causes of uterine haemorrhage there are some 
anatomical and physiological points which have to 
be considered side by side with these. I must merely 
summarise these, as time does not permit of my 
entering into them in detail. For practical 
purposes we may regard the uterus (as Emmet 
called it) as an erectile organ composed mainly of 
muscular, fibrous, and cellular tissue with its outer 
serous peritoneal coating, and its mucous internal j 
and secreting lining. In the normal uterus and in ! 
the catamenial interval this erectile organ is 
maintained in a state of tonic contraction by this 
muscular element. Through this wall of complex 
formation run the blood-vessels, arteries, and veins. 
In the normal condition the relative proportion J 
of these several tissues and their nutrition is j 
maintained by a copious arterial supply distributed 1 
throughout them, and the active metabolism j 
required by the recurrent function of menstruation 
is effected by the free venous circulation and the i 
provision for the rapid emptying of the products 
of interchange and waste into the general venous 
current. The uterus thus stands quite alone as 
compared with all other organs in the recurrent 
demands made on it to rehabilitate itself in its 
effort to re-establish what we may be permitted to 
call its condition of physiological equilibration. 

In order to secure this it is necessary that the 
blood-supply be healthy in its quality and quantity, 
and its distribution equable and proportionate. 
This essential for functional activity and regularity 
depends upon healthy blood-vessels and free 
circulation. But as the circulation through the 


j uterus is under the control of the nervous system 
I and has also a special dependence upon the 
muscular as well as the other tissues through which 
the vessels run, we realise that the two most 
important conditions to which we must look for a 
I healthy uterus and a normal discharge of its func¬ 
tions are a correct nervous control and normal 
' anatomical tissue constituents. Researches show 
| that this nervous control may be central, as in the 
medulla or the lumbar centre, or local in the 
uterus. It is influenced largely by peripheral 
I excitations, and hence is interfered with by reflex 
disturbances. The vessels are under the control of 
the vaso-motor nerves, and vaso motor influences 
also play a large part in the uterine circulation. 

| We must remember that Kurdinowski extirpated 
! the uteri of rabbits, and having preserved them in 
warm Locke-fluid, watched labour proceeding. 

The next important consideration has relation 
to the permanency of tone in the healthy uterus. 
A disproportion between the constituent tissue 
elements, an unhealthy vascular system, ora central, 
reflex, or local nerve disturbance will interfere with 
the normal tonic condition or the occurrence of the 
normal and rhythmic contraction. And further, 
when the healthy muscular action of the encircling 
fibres is prevented either by diminution of the 
creative nervous force or the invasion of non-con- 
tractile tissue elements into or between the fibres, 
the extra-arterial muscular control is lost, and the 
consequence must be a gradual and permanent 
change in the blood-pressure. Such local causes 
are to be considered quite apart from the central, 
general, and systemic influences on the blood- 
pressure generally. In either case the consequence 
is vascular over-distension and rupture, or venous 
blockage with the same result. An unhealthy 
vascular system or a central, reflex, or local nerve 
disturbance will interfere with the normal tonic 
condition or the occurrence of the normal rhythmic 
contraction. Hence in hyperplasia and subinvolu¬ 
tion, in general or local arterio sclerosis, in adeno¬ 
matous or other degenerations; in sudden altera¬ 
tions in the blood-pressure—increase or diminu¬ 
tion—the consequence of vaso-motor stimulation or 
paresis; in intra-mural growths that interfere with 
equable contraction or cause vascular blockage in 
arteries or veins, w£ find common causes of haemor¬ 
rhage, not infrequently uncontrollable, from the 
uterus. 
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Several years since I read a paper at the Gynae¬ 
cological Society, in which I dealt with the reflex 
uterine neuroses, and dwelt on the psychical dis¬ 
turbances which arise in connection with disorders I 
of menstruation. This relationship has long been 
known, and I have many times seen a menorrhagia 
follow some mental shock or nervous upset. This 
is purely a vaso-motor depression wave. Nothing 
is more common than for a woman to ascribe the 
irregularity of her period, its profuseness, or the 
onset of abortion, to a fright. 

A most interesting communication has been 
written by Hugo Ehrenfest on “ The Influence of 
the Central Nervous System in the Causation of 
Uterine Haemorrhage” (‘Amer. Journ. Obstet.,* 
vol. vii. No. 2, 1908), in which he reviews the 
various theories advanced as to the cause of 
uterine haemorrhages, and especially emphasises 
the part played through mental influence in the 
vaso-motor mechanism. Bearing in mind these 
different aetiological factors, we have no difficulty 
in understanding the presence of haemorrhage, 
whether the initial cause be outside the uterus in 
the blood-current, in the nervous system, in the 
systemic vessels generally, or due to metastasis. 

It may have its starting-point in the adnexa or 
adjacent organs through pressure or invasion; or 
may commence in the uterus itself in some of its 
component tissues, and, most frequently, in those 
of the endometrium. In the last-named structure 
we come practically on a form of haemorrhage 
which would require for even the most elementary 
consideration a separate thesis. Its consideration 
takes us into the differential diagnosis of closely 
associated clinical and pathological affections in I 
which a purely inflammatory origin has to be dis- j 
tinguished from atrophic, and the various stages j 
of hypertrophic and atrophic change must be 
followed in the epithelial, cellular, and glandular ! 
elements of the endometrium, itself freely supplied j 
with small vessels, prone to bleed when distended 
by congestion, whether physiological, inflammatory, 
or due to vaso motor paresis ; when exposed by 
denudation or disintegration, altered by sclerosis, 
or ruptured by adenomatous, fibrotic, or malignant 
invasion. Hence it is that curettings frequently 
disclose glandular cell-proliferation or atrophy, 
and peri-glandular and intra-vascular infiltration. 
But Hitschmann and Adler (‘Zeits. fur. Geb. und 
Gyn.,’ Bd. lx, Ht. i), have shown that apart from 
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any glandular or hyperplastic change, endometritis 
may have its origin in interstitial infiltration and 
plasma-cells. I refer more specially to the cervix 
later on. 

The antagonism of the thyroid gland and the 
ovaries has been noticed by several observers. 
The functional relation of the two is commonly 
I shown by alterations in the size of the gland at the 
approach of, or during, the catamenia. We have 
further evidence in the benefit derived from the 
administration of thyroid extract in post-climacteric 
haemorrhage, when there is a condition of hypo¬ 
thyroidism. An interesting paper was read last 
year by Blair Bell in the Obstetrical Section of the 
Royal Society of Medicine on the relation between 
the calcium content in the blood, as determined 
by a hsemacytometric count and the functions of 
menstruation and lactation. He showed how this 
drop in the calcium elements affected the comb 
and wattle of the hen during the egg laying period, 
producing a sort of “chilblain” of the comb. 
His contention is open to criticism from the fact 
that calcium crystals vary so greatly in size. Calcium 
metabolism, he maintains, plays an important part 
| in the correlated functions of menstruation and 
| lactation, the demand during lactation interfering 
l with the menstrual act. He believes that the 
! thyroid gland plays an important part in this 
calcium metabolism, and this has an interesting 
connection with acromegaly, in which affection 
i there is a cessation of the menstrual flow. The 
! occasional effect of chloride of calcium as a uterine 
| haemostatic is well known. As you are aware, the 
pituitary extract prepared from the infundibular 
portion of the pituitary body has been lately shown 
to have a special action in causing contractions of 
the uterus. This is associated with a rise in 
blood-pressure due to general vaso-motor constric¬ 
tions through a direct action on unstriped muscle. 
In passing, I may remind you that it has been 
known since Hippocrates applied cupping-glasses 
to the breasts that stimulation of the mammary 
glands by friction or electricity has the same 
effect. 

When I spoke of “first principles,” I meant 
those safeguards of protection against error which 
are essential- to save us from the inroads of 
deceptive appearances, both in signs and symptoms, 
and an over self-confidence. It occasionally 
happens that when we least expect it we are apt 
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to be caught tripping, and discover our “pitfall ” at 
operation. Recently I brought a case before the 
Royal Society of Medicine that exemplifies this. 

A woman weighing just five stone consulted me 
for constant abdominal pain, especially at the right 
side. In palpating the abdomen, I found, as I 
thought, no displacement. But in the right groin 
as low as Poupart I discovered a hard movable 
tumour. This proved to be the right kidney. There 
were no pelvic symptoms. 

I advised anchorage of the kidney, to be followed 
by a Weir-Mitchell course. After fixing the 
kidney, while the patient was under the anaesthetic, | 
I made a vaginal examination, and to my un¬ 
pleasant surprise I found Douglas's pouch filled 1 
with a soft tumour. I opened the abdomen and 
removed the dermoid cyst of the left ovary (which 
I show). The last I heard of the patient was that 
she had increased some two stone in weight. But 
I should have avoided the risk of an unpardonable 
error in leaving another ordeal open to the patient 
had I not been so confident that the extreme kidney 
displacement explained her symptoms, and had I j 
made a vaginal examination in the first place. 

So of many other complications that we meet 
with in gynaecological diagnosis — myoma and 
pyosalpinx, or other adnexal tumour masked by the 
myoma; myoma and carcino-myoma, myoma and 
pregnancy, myoma and ectopic gestation, myoma 
and ovarian cystoma, fibro-cyst and ovarian 
cystoma. In regard to myoma there is a possible 
complication which it is well to remember, namely, 
that inversion of the uterus has been caused by a 
myoma of the fundus ! And also that inversion may 
follow an early abortion. A distinguished foreign 
gynaecologist was present at an operation for what 
I thought was a fibro-cyst of the uterus, a hard 
mass filling the pelvis, the tumour reaching half- j 
way to the umbilicus. To the surprise of us both I 
it turned out to be a large semi-cystic sarcoma of | 
the ovary (specimen shown). j 

Among other specimens I have here to-day to j 
illustrate difficulty of diagnosis is one in which j 
uterine haemorrhage was supposed to be caused by j 
a large retroverted uterus. There was a suppura- 1 
ting and foetid ectopic sac found at operation. 
There is another in which haemorrhage occurred as 
the result of a cyst of the mesosalpinx for which a 
pessary was worn for a considerable time. Here 
is an appendix which contained two large hard 


concretions incorporated with a cystic ovary; the 
patient suffered from metrorrhagia. And, to 
illustrate a haemorrhagic condition quite undis- 
coverable without curettage, I show a uterus which 
| was treated for suppurative endometritis in which 
the carcinoma was distinctly confined to the fundus. 

I At the last meeting of the surgical section of the 
! Royal Society of Medicine, Mr. Walter Spencer 
quoted instances where a pedunculated tumour of 
the stomach had dragged this viscus down, and as 
the growth lay in the pelvis it had been mistaken 
for myoma uteri. I do not suppose any blame 
could be attached for this error of diagnosis. 

To revert to first principles; a word or two as 
regards examination. I hope I shall not be thought 
presumptive by any of the younger members of this 
branch if I emphasise the importance to profes¬ 
sional repute of an absolute insistence on examina¬ 
tion in all cases of uterine haemorrhage of 
pathological significance. If it be refused the 
responsibility for future results should at once be 
placed on the patient. The worst consequence of 
all when such firmness is absent, and the saddest 
for the patient, is the discovery of malignant disease 
when it is too late for operation. The “ comical ” 
side of such hesitancy is to be found in the pro¬ 
longed administration of drugs and resort to 
foreign spas for amenorrhcea when there is an 
undeveloped uterus or the internal genitalia are 
absent. 

I take it that it is understood that by ordinary 
examination I mean a bimanual examination, both 
abdomino-vaginal and recto-vaginal, with an empty 
rectum and bladder. No pelvic examination is 
complete otherwise. This must be occasionally 
supplemented by the use of the uterine sound. 
The more the finger is educated to differentiate 
by the feeling of mobility and immobility, yielding 
or resistance, hardness or softness, the detection of 
fluctuation, and by the knowledge gained of the 
sensitiveness of the part touched, proportionate to 
the pressure or manipulation used, the less we 
require to use the sound as a means of diagnosis. 
Still it is necessary in settling the questions of 
deviation, the length of the uterine cavity, or the 
association of uterine movement j also, in vagino¬ 
vesical, recto-vesical and utero-vesical examinations, 
in determining the presence or absence of the 
uterus, or some growth in the utero-vesical space. 
In a case I once had a hard tumour could be lelt 
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between the bladder and uterus in a young girl j 
which appeared above the pubes when the bladder I 
was full. I could move it slightly with the finger 
in the vagina, and with the sound in the bladder 
was fairly able to estimate its thickness. It turned 
out to be a displaced fibroid ovary. I thought it i 
was a pedunculated subperitoneal myoma. ! 

To see the nature of a discharge if it issues from 
the uterus, to settle the presence of an erosion or I 
see the extent and depth of a cervical laceration, ! 
and the character of the portio, the speculum, and 
far preferably the duckbill, used in the dorsal 
position, has to come in. 

In the great majority of cases a careful abdomino- 
pelvic examination thus made is sufficient broadly 
to determine what the abnormal condition is and 
the course of treatment to be adopted. Still, it is 
often impossible to make a sufficient and satis¬ 
factory examination wihout an anaesthetic; and in 
every case in which an element of doubt exists an 
anaesthetic is essential. Only through the complete 
relaxation thus obtained, and the freedom of 
manipulation it affords, can we hope, especially in 
women of a nervous temperament, in virgins, and 
those with a resistant or fat abdominal wall, to 
save ourselves from error. And yet, after we have 
thus tried to secure ourselves from any oversight or 
mistake, there remains a very large number of 
cases in which the diagnosis can only be completed 
by operation, and the extent of interference justi¬ 
fied thus determined. 

It is the unlooked-for complication of un¬ 
suspected pathological conditions that make a 
complete diagnosis often impossible beforehand. 
How often is an extra-uterine gestation discovered 
which was thought to be an adnexal tumour a 
haemato-salpinx or a haematoma of the ovary. The 
occurrence of an ovarian or uterine interstitial 
gestation, or as was discovered in the case published 
by Hust and Knipse, when the ovum was im¬ 
planted on the peritoneum renders the diagnosis 
of such a condition most improbable. 

A myoma or ovarian blood-cyst is occasionally 
found associated with an unsuspected haemato- 
salpinx, or old adherent pyo-salpinx; a solid 
ovarian cystoma or dermoid which has formed 
pelvic adhesions is often mistaken for a myoma; 
tubercular peritonitis and omental tumours are 
mistaken for malignant disease of the genitalia; 
interstitial conception in a myomatous uterus 


cannot well be discovered until the tumour is 
removed ; a spleen or a kidney which has preferred 
the pelvic basin as a resting-place instead of its 
natural one has been mistaken for a myoma or 
ovarian tumour. And so we might almost indefi¬ 
nitely multiply such examples where only by 
operation can the true verdict be given. 

The many extra-genital sources of uterine 
haemorrhage render it superfluous to emphasise 
the necessity for examination of the heart and 
abdominal viscera. Perhaps it is more necessary 
to recollect this in the case of the former organ as 
it is more likely to be overlooked, especially in 
young persons, when careful differentiation of 
some organic lesion, as incompetence or stenosis, 
from a functional affection has to be made. 

I Gottschalk has drawn special attention to the 
venous stasis, with the formation of thrombi which, 
as a sequence to enfeebled cardiac action, is a 
cause of endometritis exfoliata. Curetting, he 
considers, in such cases is contra-indicated if 
there be oedema of the extremities and albuminuria 
present. In such and kindred conditions the 
I ophthalmoscope comes in not only as an assist¬ 
ance or confirmation in diagnosis, but as a guide 
| to treatment. 

Every visual disturbance that attends on a 
disorder of menstruation indicates an ophthaltno- 
1 scopic examination. 

In pulsating vessels, albuminuric spots, slight 
j infarctions or apoplexies, hyperaemia and optic 
neuritis and in syphilitic changes the retinal con¬ 
dition is a mateiial help. It saves us from the 
“ pitfall ” of neurosis or hysteria. 

; Later on in life general defective metabolism 
I tending to morbid hepatic conditions and portal 
fulness, and such obstruction as we find in cirrhosis, 
cause congestion of f the venous circulation of the 
uterus, and consequently lead to haemorrhage. 
'More especially is this the case when there is an 
atonic condition of the abdominal muscles and 
undue adiposity with chronic constipation and all 
its evils. The haemorrhages before and after the 
menopause are not infrequently associated with 
such conditions, and hence the relief often found 
from special medicinal spas, as those of Piombteres, 
with the particular method of treatment known by 
its name. Were I a woman suffering in this way 
I should feel inclined to try them before having 
my large bowel removed. 
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Butin regard to this “aside” one notices that urea or phosphates, plus the acidity and specific 
the present trend of treatment is in the direction j gravity of the urine, can be taken as a sufficient 
of removing everything that can by possibility be ^ key to the exact line of treatment in any case in 
dispensed with in the working of the human which we have the triple factor of sclerosis, defective 
mechanism. The age of “scopes” has been renal metabolism, and a cardiac incompetence as 
succeeded by that of “ ectomies ,” until there is a cause of elevation of blood-pressure, 
now no organ in the body save the liver which Uterine haemorrhage, as a complication of the 
cannot claim the enviable distinction of being more malignant types of zymotic fevers, is not infre- 
included in the privilege of partial or total removal, j M u ent. Apart from experience gained in private 
A whole day was absorbed in the recent American work an d several years of public dispensary duty, 
MacDowell Commemorative Congress in discus- eleven years at the Cork Fever Hospital gave me 
sing the justification for Cesarian section in ample opportunity of observing this class of disease, 
placenta praevia. There were the sectionists and As one 'tern of this latter work in 1872 I wrote the 
the anti sectionists. I think, however, that the 1 report of some three thousand six hundred cases 
latter statistically had the best of it, as the mortality . of smallpox, thirteen hundred of which I treated 
by the established methods was somewhere from myself. In the purpuric types of variola, in 
3 to 4 per cent., whereas that of “ untimely ripping ” malignant measles and scarlet fever, in putrescent 
might be put down at from 7 to 8. This latter, typhus cases, and in an epidemic of cerebro-spinal 
however, had this advantage : it afforded an oppor- meningitis, I saw several cases of uncontrollable 
tunity for sterilising the woman should she wish , uterine haemorrhage. As a rule there were collateral 
for this step. Some of those I address must j haemorrhages from or into other organs, as the 
have had many cases of placenta praevia in their | kidney, the bowel, the retina, and the nose, 
large obstetric practice. I may be wrong, but l \ Before leaving these extra-genital sources of 
fancy the cases of uncomplicated placenta praevia i bleeding, I may just refer to habitual constipation 
in which they would feel inclined to perform ! as a cause, direct and indirect, of venous congestion, 
Caesarian section would be very few. But this is through pressure, obstruction, and prolapse, leading 
a digression, and placenta praevia has nought to to rectocele; and in connection with portal blockage 
say to the forms of uterine haemorrhage with we have to remember that metrorrhagia is often 
which I am dealing. i attended by haemorrhoids and rectal bleeding. So 

Chronic renal degenerations are occasionally j th « same causes, with attendant intestinal toxaemia, 
attended by haemorrhage from the uterus. Freund I help on a colitis, often of a nervous type, which 
has drawn attention to the fact that metrorrhagia I not an infrequent accompaniment of adnexal 
may indicate metastatic hypernephroma, and the 1 disease, and has its origin in toxins generated in 
correlation of hydro-nephrosis and menstrual dis- ■ ^e appendix and caecum. Rectal exploration is 
turbances has been noticed by others. As renal ' as essential as vaginal in diagnosis, and through it 
degeneration is frequently associated with cardiac | we can examine the various swellings (not a few) 
complications, and as both are attendants upon a j met with ,n Douglas's pouch, and fairly determine 
general condition of arterio sclerosis, it is natural , the s > ze an ^ estimate the character of any sacral 
to expect that metrorrhagia will be present as an growth. 

accompaniment of the renal and arterial changes. 1° the cervical mucous membrane we have 
If, as is frequently the case, such an arterial more frequently glandular hyperplasia and cystic 
condition is complicated by an oxalic or uric acid degeneration with the growth of small polypi, 
diathesis the nature of the gouty element must be Such changes are often preliminary to the 
carefully determined, and this can only be done .pseudo-ulcerated conditions, granulation forma- 
by a quantitative, qualitative, and microscopical lion, erosions, suppurations and haemorrhages, 
analysis of the urine. In the uterine haemorrhages both intra-cervical and externally on the portio. 
of middle life and the climacteric, such a complete Diagnosis of borderland changes between such 
urinary analysis is imperatively called for. The conditions and malignant degeneration is often 
day has gone by when the rough-and-ready deter- most difficult. We have to rely on the expert 
mination of the presence or absence of albumen, pathologist. I can only say in passing that in all 
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doubtful cases it is wiser when such advanced 
degenerative changes are present to give the 
woman the benefit of an early and complete 
amputation of the eroded cervix. Here, as indeed 
in forming a final judgment on the nature of a 
suppurative or any other endometrial affection, we 
must resort to the microscope in order to decide 
the verdict. This must be fortified by a bacterio¬ 
logical examination in certain cases. And it is in 
availing ourselves of this means that the importance 
of curettage has to be borne in mind. Feroni 
(‘Annali di Obstetrica,’ November, 1908), draws 
attention to the danger that may follow from the 
scraping of neoplastic adenomatous formations 
which have a tendency to malign change, as the 
curetting may favour the transition. I show two 
uteri that exhibit such transitional adenomatous 
changes both operated on for inveterate bleedings— 
one uninfluenced by double oophorectomy per¬ 
formed for cystic ovarian disease and curetting, 
the other by repeated curettings. Both were 
completely cured by hysterectomy. 

The invasion of adenoma from the uterine 
mucosa into the muscular tissue occurs more 
frequently than was formerly thought. Adeno¬ 
matous invasion is present, Cullen has shown, in 
5 per cent, of myomata. 

Malaria and malignant parasitic affections, leu¬ 
kaemia and leucocytosis, anaemia and pernicious 
anaemia, are sources of uterine haemorrhage which 
demand a careful examination of the blood. In 
the leucocytosis of advancing malignancy w*e have 
in addition to other signs and symptoms an index 
to the nature of the disease, and hence a periodical 
blood-count is of importance in diagnosis in an 
obscure case. 

Echinococcus and hydatid disease is another con¬ 
tingency we have to remember, and this naturally 
may only be discovered at operation. The same 
may be said of molar pregnancy and hydatiform 
mole. 

It is quite unnecessary, and, indeed, there is 
not time, to speak of the wariness demanded in 
the diagnosis of ectopic gestation. It is not so 
often in the case in which we suspect its presence 
that we are likely to be surprised by its absence as 
in the one in which we least expect it and find it 
present. This is more likely to happen when 
there are other adnexal or uterine complications 
present The classical symptoms which usually 


direct us, such as menstrual irregularity, method of 
onset and character of the haemorrhage, may be 
masked or so little pronounced that our suspicion 
is not aroused until those of rupture of the sac or 
internal haemorrhage set in. A woman who has 
painless menstrual excess, or in whom a metror¬ 
rhagia occurs, and who always has had dysmenor- 
rhcea, may arouse a suspicion, and examination 
confirm this; but in an unmarried woman we have 
to step warily in broaching the question of a 
possible conception. 

Last year I had a case of a very early conception 
in which the severe scapular and intercostal pain 
noticed in some instances was present. Such a 
symptom may divert attention from the uterus. 

In addition to Hegar’s and other signs of early 
pregnancy Ellice MacDonald points out the 
facility with which, the bowel and bladder being 
empty, the soft fundus can be doubled down by 
bimanual pressure as in the ordinary bimanual 
examination. 

A word on syphilis. I show here the oply 
example I have ever seen of such remarkable 
changes in the tubes’ due to exudative and 
interstitial salpingitis. It unquestionably had a 
syphilitic affection occurring in a young, recently 
married woman, who was in perfect health up to 
the time she was infected, and who passed through 
all the early stages of the exanthem. Here there 
was also uterine haemorrhage. The Wassermann 
reaction, Lee and Whitemore assert (Boston Med. 
and Surg. Journ., April, 1909), is obtained in 89 
per cent, of all cases of syphilis, however obtained, 
and in the active secondary and tertiary stages in 
95 to 100 is present. The presence of tubercle 
may vitiate such a serum test. 

When either in the uterus or adnexa tubercle is 
suspected the conjunctival reaction test may be 
employed. Lafitte, Dupont and Molinier have 
recently practised the rhino-reaction, in which a 
1 per cent, tuberculin (Calmette’s) solution is 
applied on cotton-wool to the Schneiderian mem¬ 
brane. Such an application is followed by an 
exudate which dries and forms thin crusts, which, 
left to themselves, are spontaneously detached. 
The reaction appears in eighteen to forty-eight 
hours (* Presse Medicale,’ March 13th, 1909). 

The Rontgen method unfortunately does not as 
yet help us much in the diagnosis of pelvic disease, 
owing to the fact that the relative density of the 
pathological condition to the other pelvic struc¬ 
tures is not such as to render it apparent. In 
sacral osteoid tumours or in enchondromata, in 
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calcification of the ovaries or of myoma of the 
uterus, in carcinoma psammosum in which there 
is an associated calcareous degeneration, a positive 
result is obtained. It is when there is a renal, 
ureteral, vesical or intestinal concretion present 
that radiography gives us important help in pro¬ 
gnosis and directing treatment. 

One word in conclusion to this very brief 
survey of the subject. Haemorrhage from the 
uterus, though in a certain proportion of cases 
physiological in its nature, has a pathological 
origin in the great majority of instances. It is 
Nature’s early danger signal that there is a blockage 
somewhere on the line. This we may safely say 
is always the case when it occurs after the meno¬ 
pause. Whatever palliative action we may take 
to meet the symptom this is but a stoppage of 
the traffic; it does not clear the permanent way. 
And just as my old surgical teacher used to say 
“ Never despise pain,” so I would say to all young 
practitioners, “ Never despise bleeding.” As in the 
one case those most misused and misapplied 
terms, “ neurosis,” “ neurotic,” “ neurasthenic,” or 
“ hysterical ” lead us off the track, so in the other 
do those of “the climacteric,” “the menopause,” 
and “change of life” run many a woman into 
danger. 

November 15 th y 1909. 


X-RAYS. 


The increased demand for the assistance of X rays 
in the large general hospitals Has sorely taxed the 
resources of the X-ray departments. Even if the 
evolution of radiology had been arrested, in few 
cases are the resources of the departments suffi¬ 
cient to deal with the ever-growing number of 
requisitions which reach the department from all 
sides of a general hospital. It is true that 
radiology is now thirteen years old, that it has 
passed through the decade of experiment and is 
now universally recognised as an agent of estab¬ 
lished utility. While the industrial arts have not 
been slow to profit by its aid, yet by far the greater 
sphere of its utility and application is medicine, 
viz. the healing arts. Yet if one challenges the 
statement critically it must be admitted that X rays 
were for the first decade the auxiliary of surgery. 
Medicine did not or could not, however, derive an 
equivalent advantage. The close of the first 
decade also presented the sad spectacle of the 
suffering pioneer investigator, too well known to 
need recapitulation here. Suffice it to say that the 


known European total exceeds 200 cases of profes¬ 
sional radio-dermatitis. However, out of the crisis 
and at heavy human expense, radiology has been 
harnessed, formulated and extended, and is fit to 
be regarded as an exact science. Reference to the 
registers of an old X-ray department will confirm 
these statements, and some five or six years ago 
fractures and foreign bodies were in most cases the 
limit of the demand on the department; to-day 
requisitions arrive from the surgical, medical, 
dermatological and dental sections of a general 
hospital. It is therefore not surprising if the chiefs 
of the departments as well as the electrical material 
are not equal to giving total satisfaction in all 
directions, so contrasted are the requirements of 
each and so limited the resources generally. Hence 
it should be emphasised that whilst the work or 
product of the department is judged critically by 
the different sections, they should realise that often 
there is but an obsolete group of machines unequal 
to a good general average, and certainly in nowise 
capable of producing the result and finesse of 
specialists possessing an equipment to satisfy the 
special branch they are catering for. Few only 
recognise that X rays can be divided into as many 
branches of surgery, and although some radiologists 
are capable of doing justice and even honour to 
two or more branches, it is only where they have 
equipped themselves at great cost with tools 
specially created to facilitate the production of 
specific results. 

The machinery Jor the production of X rays 
suitable and proper to the needs of surgery differ 
vastly fiom that needed by the physician, whilst 
the dermatologist who uses X rays has to be 
equipped with machines which resemble in some 
units externally those of the surgeon or of the 
physician, but they must be of totally different 
conception and construction if they are to answer 
the requirements of a skin department whose ideal 
is to lead, or to follow the general advance of 
radiotherapy. 

The dental radiologist is required to produce 
results somewhat allied to those required by the 
surgeon, but the machines employed must be 
capable of producing that delicate nuance which 
exists between osseous and dental structure only 
appreciated by the dental surgeon and the radio¬ 
logist specialising this branch. 

These differences are to-day clearly demarcated, 
and as time goes on they will diverge as the cardinal 
points. Few hospital superintendents or hospital 
committees, medical or lay, realise this develop¬ 
ment and the difficulties of the medical officer in 
charge of an X-ray department who is conscious of 
his failings to satisfy all’sides and do work worthy 
of the hospital, even if not aspiring to rival his 
specialist confreres. Latterly some of the important 
general hospital committees have been prevailed 
upon to recognise the claims of their medical 
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officers, and have relieved the electrical departments 
of some of their responsibilities, limiting their sphere , 
to X-ray diagnosis and transferring X-rav therapy | 
to specially created departments under their respec¬ 
tive chiefs. This is certainly a rational change, as | 
the programme and evolution was too extended for 1 
a single department unless that department was sub- ( 
divided and provided with a permanent and 
capable staff*, medical or lay. 1 

Only a few of these departments can claim to be . 
efficient even under these conditions, and unless a 
capable lay staff of electricians and nurses be 
allocated to the department it cannot do justice 
to the financial charge which is entailed. These 
remarks apply equally to the continental as well as j 
to home hospitals. In the former, one sees many 
well-provided departments equipped with appli¬ 
ances for specialising, but in few instances does 
one see the much-needed staff. This difficulty is 
largely mitigated by the generous provision of 
space, whilst it must be said that in most cases 
at home the inadequate space is the usual cause 
of inefficiency, and generally the cause of danger j 
to the persons of the staff, and in spite of ingenious i 
and effective protective devices the restricted space 1 
still leaves a source of undoubted danger although ! 
in a measure mitigated. Whilst to be safe and 
efficient sufficient room must be provided to make ! 
the access and egress of the patient easy and rapid, 
the machines and staff must be totally protected 
by the safety of distance. 

Opinions are still divided as to the generation 
of X rays, which is not surprising when the short 
life of the subject is considered, but there is un¬ 
doubtedly unity of opinion concerning the necessity 
of space for protective purposes, both for staff and 
patients, as also on the score of division of equip¬ 
ment, and no scheme will be successful which 
relies on a single equipment for all purposes or 
where any palliative but the safety of distance is 
adopted . It is therefore to be hoped that radiology, 
practised in a room no larger than an anaesthe¬ 
tising room, will speedily cease, and commodious 
and safe quarters afforded it, because the rising 
generation of students will regard the use of X rays 
in diagnosis from a different point of view to the 
mature practician, and inadequate provision will 
give rise to a cursory examination instead of a 
complete one. Again, the employment of a skilled 


did not avail himself to the same extent as the 
surgeon to-day, the use of the fluorescent screen 
for confirmatory diagnosis can be effected in full 
security to the physician, little or no discomfort 
to the patient, and with X rays whose power is 
much more intensive than formerly, and with no 
distortion of the transilluminated subject. It is 
therefore not unlikely that the physician will 
demand his full quota of the X-ray devices which 
have been evolved for his use. In few cases 
has provision been made for means of teaching 
students; in most cases their presence merely 
adds to the general encumberment of the strictly 
limited space allotted to the X-ray department. 

The underground rooms are generally well 
suited for the purposes of an X-ray department, 
especially if a lift from the wards or out-patients' 
hall be near at hand. The rooms must be spacious 
and be capable of being made light-tight, other¬ 
wise the full advantage of X rays is neutralised. 
It is also to be regretted that so many aspiring 
radiologists, or even mature ones, avail themselves 
of the teaching clinics of the continent which are 
laid out for the purpose, and which by age and 
sometimes merit have succeeded in constituting 
themselves centres for the propagation of methods 
and modalities sometimes not as good or as prac¬ 
tical as those at home, where they remain in com 
parative obscurity, owing to want of the means of 
propagation. It is therefore to be hoped that in 
the near future, with the united support of both 
sides of a hospital, the X-ray department will be 
lifted into the position its utility deserves, and that 
1 the hospital authorities will provide sufficient of 
their valuable space and funds to put it on a par 
with the bacteriological or surgical departments. 
There is little doubt that suffering humanity will 
respond, as it must have been noticed by those 
frequenting an X-ray department how consistently 
the patients attend even from long distances and 
at relatively great expense, and how long they will 
i wait to receive treatment which is given them in 
indifferent and badly ventilated rooms >vhere dress¬ 
ing and undressing is done at great discomfort 
and inconvenience, and at unnecessary expense 
and danger, owing to the non-recognition by those 
administering the hospital of the importance of 
the X-ray department. Properly equipped and 
maintained an X-ray department can be run at far 


staff to ensure the efficient maintenance of the less cost per capitum than any other department 


costly plant asserts itself, since it cannot be expected 1 of equal utility, it would be used to a far greater 
that the medical officer in charge of an Xray | extent, its operators would become expert, and a 
department can do running repairs and cleaning respectable revenue might be reaped from lectures 
in the few hours he can devote to hospital work now patronised by men who go abroad for that 
any more than the surgeon is expected to make which can be had from the material at hand. 


ready the operating theatre or instruments, and as It is gratifying to see these view's adopted by 
one is the auxiliary or complement of the other some continental hospitals, and it is satisfactory to 
they should be regarded on equal grounds. On know that some home establishments are prepar- 
the medical side of X rays rapid advances have ing schemes commensurate with the importance of 
been made, and although formerly the physician the subject. 
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SOME OF THE DIFFICULTIES AND 
DANGERS MET WITH IN CONNECTION 
WITH UTERINE FIBROIDS.* 

By THOS. G. STEVENS, M.D., B.S.Lond., 
F.R.C.S.Eng., M.R.C.P.Lond., 
t Physician, Hospital for Women, Soho Square; Physician 
| to Out-Patients,Queen Charlotte’s Lying-in Hospital; 
Obstetric Tutor, St. Mary’s Hospital. 


It has been the custom in past times to consider 
fibroid tumours of the uterus as harmless neoplasms, 
to be put up with, lived with, and finally to be buried 
with. Further, we have been taught to believe 
that the latter supposition is in no way hastened by 
the presence of a fibroid tumour. So ingrained 
was this view that even quite recently an eminent 
authority stated in a paper that death from uterine 
fibroids was the rarest occurrence. The more, 
however, we see of gynaecological and obstetric 
practice, the more in my opinion we must recog¬ 
nise that uterine fibroids bring in their train very 
serious disabilities, lead to much chronic inva¬ 
lidism, and play a by no means small part in 
hastening the demise of many individuals. It is 
quite true that no person to my knowledge has 
ever bled to death from a fibroid, but many persons 
have bled to such an extent as to be reduced to a 
condition of profound anaemia, rendering them 
incapable of rising from bed, and making them an 
easy prey to any intercurrent disease to which they 
may be exposed. Apart from haemorrhage, how¬ 
ever, there are so many conditions associated with 
fibroids which place a patient’s life in great peril 
and may actually prove fatal that I make no 
apology for bringing this subject before you. 

In speaking of “ difficulties ” as well as “dangers,” 
I naturally mean the difficulties which arise in 
treatment in order to avoid the dangers to a 
patient’s life. 

* Delivered before the Lambeth Division of the British 
Medical Association. 
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The dangers associated constantly with fibroids 
are the following: 

Haemorrhage. 

Infection. 

Retention of urine. 

In relation to pregnancy and labour. 

( Necrobiosis. 
Cystic. 
Calcareous. 
Sarcomatous. 

Salpingo-oophoritis. 

Rupture of a vein on the surface of a fibroid. 
Invasion by a carcinoma. 

Of cervical fibroids in particular. 

Arising from the difficulty of diagnosing fibroids 
from other tumours. 

Of these, some are common associations, others 
are rare, but all of them are of such a nature as to 
seriously prejudice the life of a patient and 
therefore merit careful consideration. 

Hcemorrhage occurs typically at its worst with 
submucous and interstitial fibroids, whilst sub- 
peritoneal tumours may not in any way affect 
menstruation. It is essentially a menorrhagia, 
prolonging and increasing the menstrual flow, but 
leaving the patient quite free from blood loss 
between the periods. In the cases in which 
bleeding occurs between the periods it is almost a 
certainty that a small tumour is being extruded 
from the uterus or that some degeneration or 
infection has occurred. Extrusion of a fibroid 
from the uterus, forming a fibroid polypus is some¬ 
times attended by the most severe and prolonged 
haemorrhage, and these patients are often brought 
almost to death’s door by the anaemia produced. 
That they do not actually prove fatal is to be put 
down to the fact that they are commonly treated 
and the tumour removed in time to prevent death. 

The amount of invalidism produced by this 
haemorrhage is well known to all of us, and the 
inability to work or to perform household and 
social duties is the commonest indication for radical 
operations. Apart from this the anaemic condition 
of the patient, and the secondary cardiac degenera¬ 
tion which ensues, combine to make the resisting 
powers very low, and expose the patient to the 
gravest risks should she become affected by some 
acute illness. 

Infection of a fibroid has caused deaths in the 
past from septicaemia, and is a most serious com¬ 


plication to meet with in dealing with the affected 
tumour. The fibroids which are most readily in¬ 
fected are naturally those which are exposed to the 
vagina, either as submucous tumours or as pedun¬ 
culated polypi. As a rule infection produces an 
ulcerated area, generally with some sloughing and 
consequent septic absorption. If, however, the 
blood-supply is cut off by uterine contractions or 
strangulation by the tightly contracted cervix, the 
tumour may die en masse with correspondingly 
serious sepsis. It occasionally happens after labour 
that a previously existing fibroid is rapidly extruded 
and dies en masse . Infection of such a mass is 
certain, and some of the worst septic conditions 
have arisen in consequence. In one case at St 
Mary’s Hospital a fibroid became infected whilst 
still in utero as a result of local peritonitis which 
had caused adhesions to the lower bowel. As a 
result a large mass became gangrenous, and gave 
rise to an abscess with stinking contents in the 
uterine wall and adjacent peritoneum. This 
patient was in a most serious condition, and the 
operation for her cure was equally hazardous. 

Retention of urine is not the only affection of the 
urinary tract induced by fibroids. Under some 
circumstances the ureters, one or both, may become 
so compressed as to lead to hydronephrosis with 
its own particular dangers. For a fibroid to com¬ 
press the ureter it is usually necessary for the tumour 
to be a burrowing one, and to be in consequence 
bound down by peritoneum. Fibroids of the 
cervix are therefore those which are likely to 
produce this result, because they are entirely below 
the peritoneal reflection and cannot rise out of the 
pelvis. I need hardly mention that the ureter may 
be displaced by a burrowing fibroid, and may 
run above the tumour instead of below. This 
constitutes a grave danger to the patient, should 
the condition be not recognised during an opera¬ 
tion. 

Retention of urine is a common accompaniment 
of fibroids, and is likewise more likely to occur 
with those tumours which cannot rise out of the 
pelvis. However, it may occur with any tumour 
which becomes incarcerated in the bony pelvis, 
and occasionally occurs with tumours which are 
supposed to be obsolete and found after the meno¬ 
pause. The explanation of this is the shrinkage 
of the tumour which sometimes occurs after the 
menopause, the diminution in bulk of the tumour 
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allowing it to drop into the pelvic cavity and 
become incarcerated. One case at the Hospital 
for Women illustrates this well, where an elderly 
woman was admitted with retention of urine. One 
hundred and five ounces of urine were drawn off, 
and then a fibroid was found which could only be 
pushed up out of the pelvis with difficulty. Reten¬ 
tion of urine constitutes an imperative indication 
for removal of the tumour, for a patient cannot 
long continue to have her urine drawn off by 
catheter without running into serious dangers of 
infection of the bladder and kidneys. 

The relation of fibroids to pregnancy and labour 
is a most interesting subject, but it is only during 
the latter that they can be said to constitute a 
danger. There are few complications of midwifery 
which require such prompt recognition and treat¬ 
ment as that of a fibroid obstructing delivery. The 
tumours which cause the complication so con¬ 
stantly are cervical fibroids, but any tumour which 
grows in the lower uterine segment, or which, being 
pedunculated and subperitoneal, allows of descent 
into the pelvis, may be equally serious. In such 
cases it rarely happens that the tumour is known 
to exist before the complication arises, but it con¬ 
stitutes one of the reasons which should make us 
insist on an examination during pregnancy of all 
patients we are going to attend during labour. 
The danger to the patient increases with every 
hour that she has been in labour before the com¬ 
plication is diagnosed, and the number of vaginal 
examinations made is an additional menace on 
account of the possibility of infection of the uterus 
thereby. In one such case I was fortunate enough 
to see the patient when she was four months 
pregnant. She then had a fibroid which seemed 
to fill the pelvic cavity, with the pregnant uterus 
above and in front of it. As this patient had been 
married some years and had no child she willingly 
agreed to go to full term and have Caesarean 
section done. This operation I performed, and 
the uterus and fibroid were removed at one sitting, 
a living child of eight pounds being first extracted. 
The result was eminently satisfactory to all con¬ 
cerned. In some cases, however, the fibroids are 
multiple, and so situated that dilatation of the 
uterine cavity is impossible and abortion con¬ 
sequently occurs. This may be incomplete wkh 
all its attendant dangers of haemorrhage and sepsis* 
If such a condition be diagnosed it is better to 


remove the uterus and tumour at once rather than 
to run the risk of an abortion. In another case of 
a large abdominal tumour combined with four 
months amenorrhoea, I found a huge fibroid 
attached by a pedicle two and a half inches in 
diameter to the fundus of a pregnant uterus. The 
tumour was enucleated after opening the abdomen 
and the bed sewn up without any interruption of 
the pregnancy, the patient being afterwards 
delivered of a living child at term. This pregnancy 
was the first the patient had had after fourteen 
years of married life. I have no doubt the tumour 
was originally interstitial and consequently pre¬ 
vented conception ; however, when it became sub- 
peritoneal and pedunculated, as it no longer 
interfered with the uterine cavity conception at 
last became possible. The actual dangers caused 
by a fibroid obstructing delivery are of course tonic 
contraction of the uterus and ultimately death from 
sepsis, exhaustion, or rupture of the uterus. Even 
if it is possible to drag the foetus out past the 
tumour after craniotomy, the danger of injury to 
the tumour with subsequent extrusion or infection 
is so great that this procedure is not recommended. 

Fibroids of the upper segment of the uterus do 
not interfere with delivery, but may and have been 
known to interfere with the normal uterine retraction, 
serious and even fatal post-partum haemorrhage 
having occurred in consequence. 

Some of the degenerations which occur in 
fibroids may be serious sources of danger, the most 
common being necrobiosis. This means an 
aseptic necrosis of the tumour as a result of changes 
in its blood-supply. Although not invariably the 
case pregnancy and labour are frequent antecedents 
of this condition; it occurs, however, apart from 
pregnancy under circumstances which the present 
state of our knowledge fails to make clear. The 
tumour in this degeneration takes on a raw beef 
colour in the affected parts, from which the name 
“ red degeneration ” is derived. It is said, too, that 
necrobiotic fibroids emit a “ fishy ” odour. When 
this degeneration occurs the patient complains of 
pain in the tumour and has daily rises of tempera¬ 
ture. We know very little as to what the result 
would be if these cases were left alone. It is 
possible, however, that the affected parts might be 
slpwjy absorbed* *and, in tMs*\&ay account for some 
of’the tvyAQurs which ate- £aid to have disappeared. 
There js jio doubts however that necrobiosis causes 
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prolonged illness as a result of the fever caused by 
the absorption of the dead tissue. 

Cystic changes in fibroids occur, and sometimes 
cause so rapid an increase in the size of the tumour 
as to seriously embarrass the cardiac and respira¬ 
tory action. This change is due to mucoid 
degeneration of the connective tissue and muscle, 
resulting first in the formation of jelly-like structure¬ 
less material which finally liquefies. The cystic 
cavities have rugged walls and the fluid is clear 
and straw-coloured. Apart from the rapid enlarge¬ 
ment cystic fibroids do not seriously menace life. 

Calcareous changes occurring in very long¬ 
standing fibroids may be the source of constant pain, 
probably as a result of the presence of the hard, 
unyielding tumour. This pain is sometimes bad 
enough to warrant the removal of the tumour. 

Sarcomatous degeneration in fibroids has been 
much discussed of late years, and it must be 
admitted that the subject is still far from settled. 
Cases have been described in which the actual 
transition of muscle-fibres to sarcoma cells has been 
seen, and we are practically bound to agree that 
such a degeneration is possible. It must not be 
forgotten, however, that a sarcoma may arise in a 
fibroid and invade it, that a sarcoma may arise in 
the uterine wall and from there invade a fibroid, 
and also that some tumours described as fibroids are 
really sarcomatous from their start and run a very 
chronic course. In any case the symptoms are 
much the same, but as a rule irregular bleeding is 
added to the usual menorrhagia and pain is a 
marked feature. Such tumours of course demand 
operation without delay. As an example of the 
difficulty of diagnosis in such cases, I removed 
piecemeal through the cervix a large tumour the 
size of a foetal head which had all the naked-eye 
characters and symptoms of a fibroid. However, 
the tumour recurred, and in three months was as 
large as before, and secondary growths had also 
appeared outside the uterus. 

Infection of the Fallopian tubes occurs along 
with fibroids sufficiently often to warrant the belief 
that the tumour predisposes to the infection, which 
may then spread from the uterus to the tubes. 
The occurrence of salpingo-oophoritis even with 
small tumours causes important additional sym¬ 
ptoms, especially incf&fein£ the- h^eimjrphage^ and * 
setting up local perifohitfc*’ ’ It .is ini&tfh C£se$; 
that infection of the tumour^ likely, to occur eyeg 


though it is not exposed to the vagina. If pus 
forms in the Fallopian tubes the patient is exposed 
to all the dangers of this infective condition in 
addition to those belonging to the tumour, and of 
course operations become more hazardous under 
these circumstances. The diagnosis of salpingo- 
oophoritis with fibroids is always difficult, and 
often the condition is only found on attempting an 
operation for the removal of the tumour. 

Rupture of a vein on the surface of a fibroid is a 
very serious accident indeed, and two cases of 
this nature have come to my notice though not 
under my treatment. In both cases the patients 
bled profusely and were extremely difficult cases to 
diagnose. In both the blood loss seemed likely to 
prove fatal, for on opening the abdomen the vessel 
was found to be still bleeding. Both patients 
recovered, one after removal of the tumour, the 
other after merely stopping, the haemorrhage, but 
both had a very narrow escape of death. The 
symptoms were not very clear before operation, but 
the general aspect in each case was that of severe 
internal haemorrhage with an abdominal tumour, a 
combination of circumstances which renders opera¬ 
tion imperative in all cases. 

When carcinoma arises in the uterine mucous 
membrane along with a fibroid 4he tumour may be 
invaded by the malignant growth. Many such 
cases are on record, but there is no ground for 
suspicion that fibroids predispose to carcinoma of 
the uterus. The symptoms of irregular and con¬ 
tinued haemorrhage should at once draw atten¬ 
tion to the condition as being something unusual 
in otherwise uncomplicated fibroids. As I have 
said before, irregular bleeding only occurs with 
fibroids when extrusion is taking place or when 
some degeneration is occurring. 

Cervical fibroids in particular require a word of 
warning as being the most dangerous forms of 
these tumours. Starting as they do in the lower 
uterine segment they begin beneath the peritoneal 
reflexion, and therefore as a rule cannot rise up 
out of the pelvis. They burrow in front between 
the bladder, the cervix, and the anterior vaginal 
wall, behind between the rectum, the cervix, and 
the posterior vaginal wall, and at the sides into the 
base of the broad ligament. In any of these 
situations they have only to attain a comparatively 
fcitiail size in order to injuriously compress the neck 
of # the bladder, the ureters, or the rectum. Hence 
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they cause pain, retention of urine, intestinal 
obstruction or kidney lesions. They are the chief 
uterine tumours which obstruct labour; they are 
liable to infection, and they are very liable to necro¬ 
biosis. They must therefore be looked upon at 
all times as a source of serious possible disturbance, 
although they may not at the moment be causing 
any symptoms. 

The difficulties of diagnosis between fibroids and 
other tumours, chiefly ovarian cysts, may possibly 
be an actual danger to the patient. We must all be 
familiar with the hard pelvic tumour rising up into 
the abdomen whose identity it is sometimes 
impossible to determine. Several cases which have 
come to my notice have been looked upon as 
innocuous fibroids until an operation has shown 
them to be indeed hard and tense ovarian cysts. 
In this manner a malignant growth of the ovary 
may be overlooked until perhaps it is too late for 
an operation to cure the patient. To avoid these 
possible dangers we can only apply the more 
carefully all the acknowledged methods of examina¬ 
tion, bearing in mind the differential diagnostic 
points between fibroids and ovarian tumours. If 
after a searching investigation the nature of the 
tumour is still in doubt, it is wiser to operate than 
to run the risk of overlooking a possibly malignant 
tumour. 

Having thus detailed the possible sources of 
danger, I shall now try to indicate to you the 
principles which must guide us in the treatment of 
such cases. Here it is that the difficulties begin. 
We have all been taught to look upon fibroids as 
comparatively innocuous, and we consequently tend 
to approach them in this spirit. Our teachers led us 
to believe that fibroids but rarely required to be 
removed, but in doing this we cannot believe that 
the authorities shut their eyes to the very real 
troubles of the patients who had the tumours, but 
were rather biassed, because twenty years ago the 
radical operations for the removal of the uterus 
were very serious undertakings, and were followed 
by an appreciable mortality. The story is very 
different to-day owing to the advances which have 
been made in surgery generally, and recent statistics 
of operation results go far to prove that we may 
now approach fibroids in a totally different spirit 
Operations which were often fatal two decades ago 
may now be approached with confidence, providing 
the operator is one who has had a fair experience 
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of p?lvic surgery. It must be recognised, too, as 
fortunate that fibroids which are causing dangerous 
symptoms are not of necessity difficult or dangerous 
to remove. Consequently the time has now 
arrived when we are not justified in adopting 
waiting tactics in cases of fibroids which cause sym¬ 
ptoms dangerous to life or even prejudicial to 
health. 

There are certain cases in which we must all 
admit that the symptoms provide an absolute 
indication for removal of the tumours, and also 
in others it is clear that only a relative indication 
is present. It is equally certain that even in the 
present day there are some cases which require no 
treatment at all. It is going too far to say that 
every fibroid should be removed when discovered 
for fear that it may give rise to dangerous syfnptoms. 

Among the absolute indications for the removal 
of fibroids we must place all cases in which— 

(a) Retention of urine has occurred as a result 
of pressure or stretching. 

(b) All cases in which there is evidence of 
pressure on the ureters, resulting in hydronephrosis 
or pyelitis. 

(r) All cases of infected fibroids. 

(d) Cases in which fibroids obstruct the delivery 
of a foetus, even though it is remembered that cases 
have occurred in which the fibroid could be pushed 
up, allowing the foetus to descend. This is 
a hazardous method of treatment on account of 
possible injury to the tumour with infection and 
subsequent sloughing and extension, not to speak 
of the possibility of rupture of vessels. The 
patient’s life will probably be least endangered if 
immediate laparotomy is performed in all such 
casfcs/ 

(e) In all cases of salpingo-oophoritis accom¬ 
panying fibroids. 

(/) In necrobiotic, cystic and sarcomatous de¬ 
generation of fibroids. 

( g) In rupture of vessels upon the surface of the 
tumour. 

Practically, then, serious haemorrhage is the only 
dangerous symptom which remains as a relative 
indication, and yet it is the symptom which forms 
the indication for operation in the greatest number 
of cases. This is so because haemorrhage is the 
commonest symptom complained of, and is the 
one which interferes with work and social duties 
the most. If we could influence the haemorrhage 
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of fibroids permanently by any other means than 
removal, operations would become unnecessary on 
this account. We cannot, however, for there is no 
drug or other therapeutic measure which can be 
relied upon to do this. Ergot in some cases given 
in large doses will check the haemorrhage, but I know 
of no other drug which has any effect. Hydrastis, 
viburnum, bromides, calcium salts, etc., have all 
been extensively used, but it cannot be said that 
any measure of success attends them. Con¬ 
sequently the radical operation needs no defence 
from me as a means of dealing with severe 
haemorrhage. On the other hand, I would say if 
fibroids cause no important symptoms at all leave 
them alone. The fact that they have been dis¬ 
covered and diagnosed places the patient in a far 
safer position than if their existence was unknown, 
for if any serious symptoms arise the fact that 
fibroids are known to be present may go far 
towards explaining the cause of the condition. 
With regard to the actual operations for the removal 
of fibroids we may take our choice between 
vaginal myomectomy, abdominal myomectomy, 
supra-vaginal amputation of the uterus and tumours, 
and complete or pan-hysterectomy. 

Vaginal myomectomy is the operation for 
removal of pedunculated submucous tumours, or 
those which present at the cervix but are not 
yet pedunculated. A pedunculated tumour in the 
vagina is simply removed by cutting through its 
pedicle with scissors, such instruments as snares, 
ecraseurs, etc., being unnecessary and now con¬ 
signed to the limbo of the past. This little opera¬ 
tion is not attended by any serious haemorrhage, 
because the cut pedicle will in most cases retract 
into the uterus, where muscle contractions will 
control the vessels which have been cut. Any 
vaginal tumour so large that its pedicle cannot be 
reached may be cut up with scissors and forceps 
until the remainder can be enucleated or its pedicle 
divided. If the tumour presents at the cervix, but 
there is not sufficient dilatation for this piece-meal 
removal, a good operation is that in which the 
anterior uterine wall is slit up after stripping off 
the bladder from the cervix. In this way as large 
an opening as is required can be made in the lower 
uterine segment, which can be sewn up with catgut 
after the tumour has been enucleated. 

Abdominal myomectomy is best applied to pedun¬ 
culated subperitoneal tumours, but may be used 


for sessile growths. It is not in the latter case a 
very good operation,, for it is often impossible to 
be sure whether the obvious tumour is the only 
one, and it is bad surgery to remove a large tumour 
and leave one or more smaller ones which may 
grow and become sources of danger later. Multiple 
tumours have often been removed in this way 
leaving the mutilated uterus behind, but it must 
be argued that these operations are rather surgical 
feats than good surgery. There can be very little 
reason in leaving a uterus thus mutilated, unless it 
can be shown to be capable of performing its 
natural function, namely child-bearing. Further, 
it is a fact that the mortality attending these con¬ 
servative operations is higher than that of those 
in which the uterus is also removed. 

The operations most favoured for interstitial 
growths are supra-vaginal amputation and pan¬ 
hysterectomy. In the former the uterus is removed 
at the level of the internal os after tying all the 
main blood-vessels, the cervical stump being 
covered in by peritoneum and left behind. Person¬ 
ally I prefer this operation for most cases of 
fibroids, and the majority of operators are still in 
favour of it. I have found it a very quick, satis¬ 
factory proceeding, attended by a smooth con¬ 
valescence and leaving behind no disabilities. The 
arguments in favour of pan-hysterectomy which 
have been brought forward are these: 

(1) It leaves no cervical stump behind to 
become carcinomatous. This, perhaps, is the only 
unanswerable argument, for it is a fact that there 
are several cases on record where the stump has 
afterwards developed a malignant growth. 

(2) The cervical stump is a source of sepsis as 
the canal is often already infected. This is true 
in a certain number of cases, and abscesses have 
been known to occur in the stump. This can 
generally be avoided by disinfecting the cervical 
canal when cut by passing a coated probe down it 
dipped in pure carbolic acid or iodised phenol. 
Some authorities, notably Bland-Sutton, do not even 
take this precaution, and believe that the danger of 
infection from the stump is much exaggerated. 

(3) The peritoneum is quite shut off by a purse- 
string suture from the raw surfaces left after pan¬ 
hysterectomy, consequently there is but little chance 
of infection, especially as the vagina is left open for 
drainage. 

(4) Internal haemorrhage is impossible, as all cut 
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vessels are covered over by peritoneum, and any 
secondary bleeding will appear in the vagina and 
can usually be controlled by plugging. Secondary 
haemorrhage is a very rare accident after abdominal 
hysterectomy; I have never seen it after supra¬ 
vaginal amputation. 

(5) If the tumour or part of it should turn out to 
be malignant a complete operation will have 
been done. There is very little difficulty as a rule 
in distingishing a malignant growth if the tumour 
be incised after removal, and the cervix could then 
and there be removed if it was found to be 
necessary. 

As will be noticed most of these arguments are 
capable of discussion, and their truth is somewhat 
open to question. 

Against pan-hysterectomy it may be said that the 
operation takes longer—on an average twelve or 
fifteen minutes more; not, perhaps, a very serious 
item, but at the same time speed counts for a good 
deal in abdominal operations, and in debilitated 
subjects is of considerable importance. The possi¬ 
bility of injuries to the ureters has been used as an 
argument against pan-hysterectomy, but in practice 
there seems to be no more likelihood of this than in 
supra-vaginal amputation. The truth in this 
question as in most others is to be found in the 
midway course, not to be hide bound in favour of 
any particular operation, but to be ready to perform 
whichever particular proceeding seems to fit the 
case best. As far as my personal feelings go I 
should be quite prepared to perform pan-hysterec¬ 
tomy for fibroids in any particular case if I thought 
it was for the patient's benefit. 

In conclusion I feel that I have not brought 
anything very new or interesting before you, but I 
hope I may have succeeded in crystallising some 
ideas which may previously have been best 
described as being in the fluid state. 

November 22 nd, 1909. 


Vomiting of Pregnancy. —A. Pinard believes 
it to be due to some poison manufactured in the 
system of the pregnant woman. It is similar to 
the poison that causes eclampsia. One of the 
most serious symptoms that results from this 
intoxication is an acceleration of the pulse, with 
lowered arterial tension. As soon as this occurs, 
and the pulse has risen to over 100 per minute, it 
becomes necessary without delay to induce pre¬ 
mature labour .—Medical Record , vol. lxxvi, No. 19. 


A CLINICAL LECTURE 

OK 

STRICTURE OF THE INTESTINE. 

By F. J. STEWARD, M.S., 

Surgeon Guy's Hospital. 


Strictures of the intestine, whether innocent or 
malignant, are progressive in character, and finally 
cause an acute attack of intestinal obstruction, 
which if unrelieved will kill the patient. Our 
object should therefore be to endeavour to recog¬ 
nise the condition in its earlier stages before an 
acute attack of obstruction has resulted, in the first 
place to save the patient a long period of pain and 
distress, and secondly because in the earlier stages 
the prospects of cure by operation are so much 
brighter. 

In order, therefore, to familiarise you to some 
extent with the condition in its early or pre-acute- 
obstruction stages, I propose to describe to you 
three cases which I have recently had under my 
care. 

Case i. —A woman, aet. 51 years, was sent up to 
me in February, 1907, by Dr. Butler of Beckenham. 
She had suffered from pain in the middle of the 
abdomen for five years. There was an almost 
constant dull aching pain, and in addition she had 
attacks of severe pain of a griping character, which 
latterly were only relieved by morphia, and were 
becoming more and more severe and frequent. 
She had been in the hospital twice previously, in 
1902 and 1906, but no definite diagnosis had been 
made on either occasion. The pain had no direct 
relation to food, and she had not been sick except 
on two or three occasions in the five years. The 
bowels were somewhat irregular, but there was no 
marked constipation. She had wasted consider¬ 
ably. On examination she referred the pain to the 
middle of the abdomen chiefly below the umbilicus, 
and well-marked peristalsis could be seen all over 
this part of the abdomen. Nothing abnormal, 
however, could be felt either on palpation or on 
rectal examination. 

Now before going further with the account of 
this case let me explain to you in a few words what 
happens when the intestine is narrowed at any 
point. Hypertrophy of the intestine takes place 
first immediately behind the stricture in order to 
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overcome the obstruction, and as this increases 
the hypertrophy extends higher and higher up the 
intestine and is subsequently associated with more 
or less dilatation. Now what is the effect from the 
clinical aspect of this hypertrophy ? It shows itself 
in two ways: In the first place the contractions of 
the hypertrophied gut being more powerful than 
those of normal gut they become paitiful , so that 
the patient suffers from griping pains in the abdo¬ 
men, which tend to get more and more severe as. 
the hypertrophy increases. Secondly the contrac¬ 
tions of the hypertrophied intestine can be seen on 
watching the abdomen. Now normal peristalsis is 
never visible, so that if you can make out visible 


Fig. i. 



peristalsis on abdominal examination you know 
that the intestine which you see contracting is 
hypertrophied, and as hypertrophy only occurs 
behind an organic obstruction you know that you are 
dealing with a case of obstruction of the intestine. 
This sign, then, associated with griping pains is 
extremely important, and should always be carefully 
and repeatedly looked for in all cases of obscure 
abdominal pain. 

I say “ repeatedly ” because it must be borne in 
mind that peristalsis is not as a rule continuously 
present, so that a single examination must never 
be relied upon if negative. If positive, however, 
the most definite conclusions may be drawn, as I 
have endeavoured to explain. 


Having seen the peristalsis, then, on examining 
this woman’s abdomen, I diagnosed stricture of the 
intestine as no obstructing tumour could be felt, 
and decided to operate. I opened the abdomen 
below the umbilicus, and about a foot above the 
caecum came upon a portion of intestine strictured 
in three places with an extraordinary degree of 
hypertrophy and dilatation above and between the 
strictures (vide Figs, i and 2) The wall of the 
gut is quite four times its normal thickness, and 
in the intervals between the strictures the bowel 
is dilated into large sacs in diameter quite three 
times the normal. Moreover you will see that 
between the second and third strictures the sac is 
full of facetted stercoliths (vide Figs. 2 and 3), 

Fig. 2. 


! 

I 


I 
i 

through which the fluid intestinal contents had 
had to be forced, so there is small wonder that the 
hypertrophy is marked and that the poor woman 
suffered severe pain. 

I excised the portion of intestine including the 
strictures, and united the end of the proximal 
portion to the side of the distal portion. The 
patient did very well, had no more pain, rapidly 
put on weight, and is now, two and a quarter years 
after, in excellent health. 

Examination of the specimen removed revealed 
much ulceration as well as the scar-tissue causing 
the strictures; moreover there is considerable 
scarring in the adjoining mesentery (Figs. 1 and 2). 
The condition is clearly inflammatory, but micro¬ 
scopical examination did not definitely settle what 
I the cause of the inflammation was. 
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Case 2.—A man, aet. 37 years, was admitted 
under Sir Cooper Perry in October, 1904, for pain 
in the abdomen. 

He stated that for twenty-one months he had 
suffered from frequent attacks of severe , spasmodic , 
cramp-like abdominal pain. He had only on a few 
occasions been’sick. At the onset he had passed 
blood per rectum , but he had never had haemate- 
mesis. 

The duration of the attacks varied, but they 
usually lasted some hours and left a feeling of 



soreness after the pain had gone. He stated also 
that the pain had no direct relation to food, but he 
had to be very careful about his diet because solid 
food tended to make the pain worse, and moreover 
a big meal tended to leave a sense of weight for 
some days. During his illness he had lost weight 
considerably. He was a very tall man and his 
weight had gone down from 14^ stones to n 
stones in two years. 

On examination the following points were made 
out: He was tender in the epigastric region ; there 
was increased resistance on palpation in the right 
side of the epigastric region. He stated that the 


pain was most marked in the same spot, and finally 
peristalsis was seen in the same region. He had 
no vomiting after admission, and nothing further 
could be made out on examination. 

As in the last case, the visible peristalsis together 
with the pain described by this patient as spasmodic 
and cramp-like in character pointed clearly to 
hypertrophy of some part of the alimentary canal 
which must be secondary to obstruction. The next 
point to decide was the seat of the obstruction. 
The position of the pain and tenderness high up 
in the epigastric region suggested stomach or duo¬ 
denum, but the almost complete absence of 
vomiting was much against stomach and only a 
little less against duodenum. The history of the 
passage of blood from the bowel was, however, in 
favour of a duodenal ulcer, which might have 
undergone cicatrisation and so produced ob¬ 
struction. 


On the other hand the absence of vomiting was 
decidedly in favour of the obstruction, being in the 
intestine below the duodenum, but fairly high up 
owing to the site of the pain. 

I therefore opened the abdomen above the 
umbilicus and first examined the stomach and 


duodenum. Finding them normal, I then pro¬ 
ceeded to examine the small intestine, and soon 
began to notice that the intestine was dilated and 
hypertrophied ; this became very marked in about 
the sixth foot of the jejunum, and was immediately 
followed by two well-marked strictures about nine 
inches apart. 

About a foot of intestine containing the two 
strictures was then excised, union being effected by 
the end-to-side method. 

The patient did well with the exception of a 
stitch abscess, and quite lost his attacks of pain, 

1 but he suffered much from diarrhoea, for which he 
was several times subsequently admitted to hospital. 
This may of course have been due to further ulcera¬ 
tion lower down in the intestine. The photograph 
(Fig. 4) shows the structures very well; as to their 
causation, the sections showed them to be inflamma¬ 
tory, but although they were probably tuberculous, 
no conclusive evidence of tubercle was found. 

This case is very similar to the first, the chief 
difference being that peristalsis was not nearly so 
well marked. This corresponds with the degree 
of hypertrophy present, which is much less than in 
the first case, no doubt partly because the history 
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is more than three years shorter, and partly because 
the obstruction is not nearly so great as in the 
first case. In both these cases the strictures were 
fibrous, and therefore slow in formation. Con¬ 
sequently there was ample time for the bowel above 
the strictures to undergo hypertrophy of a marked 
degree. 

Should, however, a stricture form quickly there 
may not be sufficient time for much hypertrophy 
to take place before the obstruction becomes 
severe, so that in such a case there may be no 
visible peristalsis to aid the diagnosis, and other 
signs have to be relied upon. The following case 
of carcinoma of the ileo-cascal valve illustrates this | 
very well: 


evidence, therefore, of some ulcerative process in 
the bowel. 

On examination there was some tenderness in 
the region of the caecum, and in this position a 
tumour of considerable size could be felt. The 
mass was hard and fairly movable. It was thought 
to be the caecum on account of its position, and 
the diagnosis lay between tuberculosis and malig¬ 
nant disease, both of which are prone to affect 
the caecum, and to cause a tumour such as this 
patient had. 

On the whole the balance of evidence was in 
favour of carcinoma because the disease had pro¬ 
gressed more rapidly than tuberculosis usually does. 

You will note that no mention is made of visible 


Fig. 4. 



Case 3.—The patient, a woman aet. 51 years, was 
admitted under Dr. Hale White in April, 1907, 
for abdominal pain and diarrhoea, which were asso¬ 
ciated with much loss of weight. These symptoms 
commenced nine months before admission, and 
were becoming progressively worse. The pain was 
acute, and of an intestinal griping character, and 
was aggravated by taking food, even in small 
quantities. This feature of the pain was noticeable 
in the other cases, and is no doubt due to the 
normal increase of peristalsis in the intestine which 
is associated with taking food into the stomach. 
The stools were loose and offensive, sometimes 
black from altered blood, and on a few occasions 
actually contained bright blood. There was 


peristalsis, this sign being absent no doubt because 
of the rapid onset of obstruction, so that sufficient 
hypertrophy to produce visible peristalsis had not 
had time to develop. 

Shortly after admission I opened the abdomen 
over the swelling and found it consisted of caecum, 
the end of the ileum, and some clearly malignant 
glands in the angle between the two. The whole 
mass was removed and the end of the ileum 
implanted in the ascending colon. 

The patient made an uninterrupted recovery, 
and I heard only last week from her doctor that 
she is now—two years after operation—quite well 
and has no signs of recurrence. 

The tumour, as you see in the photograph (Fig. 
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5), is formed by a mass of growth commencing 
at the ileo-caecal valve and invading the wall of 
the caecum over a considerable area. Micro¬ 
scopic examination proved the growth to be a 
spheroidal-celled carcinoma. 

Although in each of these cases there was marked 
obstruction to the passage of intestinal contents, it 

Fig. 5. 



is to be noted that in none of them was there any 
degree of constipation. Constipation is, in fact, the 
precursor of an attack of complete obstruction, and 
is therefore one of the late symptoms in cases of 
this nature, so that in order to arrive at a correct 
diagnosis prior to this stage, the chief reliance must 
be placed on those features to which I have 
endeavoured to call your attention. 

November 22 nd, 1909. 

Dr. Carl Beck has employed X-rays in the 
treatment of all forms of goitre with varying success. 
In cases of exophthalmic goitre he favours the 
combination method—that is, removal of a portion 
of the gland followed by Rontgen irradiation. In 
advanced cases, where immediate operation inter 
ference is contra-indicated, Rontgen treatment 
should be employed until the condition of the 
patient is more favourable to operation. He has I 
employed the combination treatment in fourteen 
cases, a cure resulting in thirteen .-—Medical Record, 
vol. lxxvi, No. 19. 


THE ROUTINE TREATMENT OF 
RECENT SYPHILIS.* 

By H. OPPENHEIMER, LL.D., M.D., M.R.C.P. 


Gentlemen, —I must first of all crave your indul¬ 
gence for bringing before you a subject of an 
elementary character, the more so as I intend to 
deal with it in an elementary fashion. But inas¬ 
much as syphilis is a malady of very frequent 
occurrence, of very serious import to the patient, 
and of far-reaching consequences to the social 
body, I thought it worth while to discuss in detail 
the plan of treatment which I have carried out 
with some measure of success in a large number 
of cases. 

Let me start ab ovo and consider the case of a 
patient who consults you for a sore on his genitals 
which you have no difficulty in diagnosing as a 
Hunterian chancre, though it is as yet the only 
manifestation of his having contracted the infection. 
For my present purpose the latter qualification 
must be taken in an absolutely literal sense; there 
is a specific sore, and nothing else; no glandular 
enlargement is discoverable in the groin. Unfor¬ 
tunately it is very rare to see a case at this early 
stage. If the lesion be located in a movable 
portion of the integument, the question of abortive 
treatment by excision naturally suggests itself. 
You are probably aware that this question has 
been the subject of animated discussion for some 
considerable time and that opinions are still 
divided as to the value of the procedure. Its 
opponents base their arguments to a large extent, 
not on practical experience, but on a priori specula¬ 
tions as to the nature and significance of the 
initial lesion, whilst apparent successes are explained 
away by the cheap suggestion of an error in 
diagnosis. The discovery of the Spirochceta pallida 
will no doubt materially assist in the final solution 
of the problem. Unfortunately no suitable case 
has come under my observation since Schaudinn 
has made his discovery. Previously to it I have 
carried out the abortive plan in eight cases of what 
appeared to me clear and typical specimens of 
syphilitic chancre, and the following were the 

# Presidential address delivered before the Hampstead 
Medical Society. 
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results : In five cases, though the wound healed by 
first intention, secondary symptoms supervened in 
due course; in two cases the treatment proved 
completely effective: the patients remained under 
observation for six months, and no sign was dis¬ 
coverable during that time. The remaining case is 
instructive, and, to my mind, conclusive. It was a 
scrotal chancre. Excision was followed by primary 
union. On the twenty-seventh day after the opera¬ 
tion but a linear scar was left, but three weeks later 
the patient presented himself again with a typical 
syphilitic sore at the seat of the little operation, 
and a couple of well-marked amygdaloid glands in 
the right inguinal region. Obviously I had re¬ 
inoculated the patient during operation; and this 
proves two things: first, that the indurated papule 
which I removed was specific; and secondly, that, 
at the time of its removal there was no systemic 
infection. For it is a well-established fact that in 
a patient suffering from constitutional syphilis it is 
impossible by inoculation to produced chancre. 
The lesson learnt from this case has to me proved 
convincing enough to encourage me to attempt 
abortive treatment whenever a favourable combina¬ 
tion of circumstances occurs. The patient has 
little to lose and everything to gain by this 
procedure. Even if it prove a failure, the small 
clean-cut wound closes in less time than it would 
take for the chancre to heal, a source of danger 
to others is removed, and the delay of mercurial 
treatment, possibly by a week or two, though a 
drawback, cannot weigh heavily in the balance 
as against the chance of being able to assure 
your patient that he has suffered merely from a 
local sore and not from a serious form of “ blood 
poisoning.” 

In the vast majority of cases which come under 
your notice abortive treatment is out of question, 
either on account of the seat of the chancre or by 
reason of the more advanced stage of the diseaes. 
I presume that no anti-mercurialist is present, and 
I need not, therefore, dilate upon the advantages 
which the administration of our sovereign remedy 
confers upon our patients. But what I do wish to 
impress upon you is to prescribe mercurial treatment 
as soon as syphilis has been diagnosed with 
certainty. There are still authorities of standing 
who recommend waiting at least till the rose-rash 
has appeared. This is the correct attitude to take 
when the least doubt lingers in your mind as to the 


[ Nov. 24,1909. 


nature of the case. Otherwise there is no ad¬ 
vantage whatever in postponing the evil day, and 
the soone^ the patient starts on his mercurial 
career the better for him. There is only one 
circumstance that justifies some slight delay, viz. 
the condition of the patient’s mouth. 

There was a time when stomatitis was eagerly 
waited for as marking the crisis of the disease, and 
salivation was regarded in a similar light as the 
“ critical ” sweats in acute fevers. A mouth full of 
carious teeth must undoubtedly have helped to 
bring about “that consummation devoutly to be 
wished.” Though this view has long been exploded, 
survivals of it still linger on in the writings of 
certain authors who assure us that “stomatitis 
usually implies the full physiological influence of 
the drug,” and that “ a very rapid subsidence of 
symptoms may simultaneously be expected.” They 
grant that stomatitis may occur without any 
noticeable change for the better immediately 
ensuing and call such stomatitis premature. Well, 
gentlemen, in my idea it is premature whenever it 
occurs. Stomatitis is an untoward event in no way 
connected with, or indicative of, a favourable course 
of the malady, an undesirable by-effect of the drug 
which compels us to suspend its administration or 
to reduce the dose, an occurrence to be prevented 
by all means in our power. I make it a practice 
to send every patient for whom I prescribe a 
mercurial course to a competent dentist: mere 
removal of tartar is important as it prevents the 
gums getting spongy. During the whole course of 
specific treatment it is imperative that the patient 
pays the most scrupulous attention to his mouth 
and teeth, and with this object I instruct him to 
clean his teeth at least twice a day with a soft 
brush and either Unna’s tooth-paste or the follow¬ 
ing tooth-powder slightly modified after Lassar’s 


formula: 

Calcar, carbon, praecip. alb. . 3 oz. 

Potass, chlorat. 1 drm. 

Lapidis pumicis pulv. . \ drm. 

Sapon. med. . i£ drm. 

Ol. menth. pip. . 15 11\.. 

01. bergamott. . . , 10 H. 


He also washes his mouth morning and evening 
with a wine-glassfull of a warm 1 per cent, 
solution of chlorate of potash, whilst he carries 
about with him a pocket-flask filled with a 2 per 
cent, solution, and rinses his mouth with a mouthful 
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of its contents as often as circumstances permit. 
With these precautions and a rational dosage of 
the drug serious accidents in the oral cavity are 
effectively prevented : I do not remember a single 
instance in which I had to suspend treatment on 
account of mercurial stomatitis; very slight spongi¬ 
ness of the gums d6es sometimes occur, but as a 
rule a simple pigment of equal parts of tincture of 
myrrh and tincture of galls sufficed to subdue it, 
even without reduction of the mercurial dose. 

Having decided that mercury must be prescribed, 
the question arises : Which is the most suitable form 
of its administration? No doubt there are many 
ways that lead to the desired goal; each method 
claims, and justly claims, successful cures. Indeed, 
since the form in which the drug, however in¬ 
corporated, circulates in the blood and finally 
reaches the tissues is always the same, viz. that of 
mercuric oxyalbuminate, the mode of application 
and the choice of preparation might at first sight 
appear immaterial, provided only that the mercury 
actually reaches the system. This statement is, 
however, far too sweeping. Two factors have to be 
considered : (1) the rapidity with which a mercurial 
preparation is brought into the form in which it is 
finally absorbed, and (2) its rate of elimination from 
the system. 

As regards the energy of transformation into oxy¬ 
albuminate, Voit has shown that three groups may 
be distinguished : (1) metallic mercury, (2) the sub¬ 
oxide and its salts, /. e. preparations of the calomel 
type, (3) the oxide and its salts, of which corrosive 
sublimate is the prototype—in other words, ab¬ 
sorbability varies in direct ratio with solubility. 
Hence where a rapid result is of first-rate importance, 
the administration of perchloride and its allies is 
quite rational. Experience has, however, shown 
that the results of laboratory investigation are not 
of very much consequence in the living organism, 
and that all the forms of mercury generally used 
in the treatment of syphilis enter the system with 
sufficient rapidity for practical purposes. It is not 
at all difficult to get mercury into the blood; what 
really matters is that it is retained in the body; 
otherwise lasting effects cannot be obtained. The 
rate of elimination is, therefore, the really important 
factor, and this has been proved to vary in direct 
ratio with the solubility of the preparation used and 
in inverse ratio with the length of time during 
which it is kept in contact with the body. The 


advantage, then, lies with the insoluble or less 
soluble forms and with those methods of incorpora¬ 
tion by which a store of mercury can be deposited 
in the body. The latter indication can be fulfilled 
by the endermic and hypodermic methods alone, 
it being obviously impossible to accumulate 
mercury for any length of time in the bowel; if 
introduced per os , part is absorbed and part 
evacuated in the stools. 

It will be interesting to compare in the light of 
these principles the modes of treatment habitually 
carried out in England and in Germany. I suppose 
I am right in .asserting that a mercury and chalk 
pill is the favourite remedy in this country; in 
Germany inunction is recommended by the 
majority of physicians, whilst a smaller number 
champions injections. Now the experience of 
English practitioners is that treatment, to be 
effective, must be continuous for a prolonged period 
say one or two years, whilst our German professional 
brethren claim to obtain equally good results with 
the interrupted plan, that is to say two or three 
series of inunctions or injections a year for two or 
three years. No doubt both are right, and both, 
in fact, aim at one and the same object, viz. to 
keep mercury constantly circulating in the blood 
for long periods of time : to attain this end, 
constant supplies are necessary if the ingestion plan 
is relied upon, whilst in the case of the cutaneous 
method large stores are deposited in the skin at 
comparatively long intervals, in the expectation, 
justified by experience, that the blood-stream will 
be constantly fed therefrom in the intervening 
periods. 

But why not do better than either school by 
combining their methods ? This idea has occurred 
to me many years ago, and what I consider the 
ideal plan of anti syphilitic treatment is incorpora¬ 
tion of mercury by the skin carried on for two 
years or so without interruption. But the patient 
who will undergo six or seven hundred frictions 
must be a rara avis : I have come across but a 
single man who conscientiously carried out this 
treatment for as much as twenty-one months. The 
pain and expense of intra-muscular injections is an 
equally effective deterrent in the majority of cases, 
though in a certain number of patients I was able 
to rely exclusively on the external method by 
alternating inunctions and injections. In the 
majority of instances I am compelled to compromise. 
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What I always insist upon is—(i) a mercurial course 
carried through for about two years without j 
appreciable interruptions; (2) a long initial and a 
final series of inunctions. Only where exceptional 
circumstances compel me so to do, as, for instance, 1 
in the case of commercial travellers, I substitute j 
intra-muscular injections ; (3) a shorter series of 
either inunction or injection treatment at three 
months’ intervals during the first, at four months’ 
intervals during the second year. During the 
intervals mercury is administered internally. 

The treatment by inunction is a crude empirical | 
method, is highly unscientific, inasmuch as it is im- ! 
possible to check and control the ampunt of the 
drug that actually enters the system, and is dirty 
into the bargain. Yet I urge it on whenever I 
can. For it is safe, reliable and effective, and the 
fact that even the warmest advocates of the ingestion 
plan resort to the dermic method whenever they 
wish to combat urgent, dangerous manifestations of 
the disease is the best proof of its superiority over 
all other systems of treatment. It admirably 
satisfies the two main indications to be fulfilled in 
a fresh case—rapidly to bring the system under the 
influence of the drug, and to ensure that there is 
a sufficient deposit thereof in the body during the 
most virulent epoch of the disease. After the 
second friction mercury is found in the urine, and * 
many months after all mercurial medication has 
been suspended the skin still contains appreciable 
quantities of the <lrug. This latter fact also con¬ 
stitutes the rationale for my strongly recommending 
treatment by inunction as the grand finale in the j 
two years’ course. j 

But in order to obtain these results it is necessary f 
to pay the greatest attention to the details of the | 
treatment. The directions given in some text- | 
books “ to rub a portion of the ointment as large I 
as a hazel-nut into the groin or axilla nightly, the 
part being washed the following morning, afnd not I 
used again for the purpose for three or four days ” 
constitutes a technique as inefficient as can well be 
imagined. Besides, the regions here chosen are 
eminently unfit for the purpose : the thinness of the 
skin of these parts facilitates, it is true, the entry of 
the ointment, but it also predisposes them to 1 
mercurial dermatitis, and their hairy character 
makes them particularly liable to this affection. 
They must, therefore, be specially exempted^rom 
treatment, together with such delicate districts as 


the navel and the nipples and their areolae. For 
the purpose of inunction I divide the body-surface 
into ten or twelve areas, namely : 

I and 2, the two legs. 

3 and 4, the anterior and internal aspects of the 
thighs. 

5 and 6, the sides of the thorax and abdomen. 

7 and 8, the upper extremities from the shoulder 
to the middle of the forearm. 

9 and 10, the buttocks, together with the 
posterior aspects of the upper halves of the thighs. 

And where the treatment is carried out, not by 
the patient himself, but by a skilled rubber—the 
preferable plan— 

II and 12, the two halves of the back, are added. 

Five or six frictions respectively constitute a 

series, and each series is followed by a bath. Thus 
in two series the whole of the body is covered, and 
twelve to fourteen days elapse before the same 
part is rubbed again—a system which has the 
advantage that any irritation set up by the drug 
has time to subside before the affected part is again 
exposed to the risk of irritation. Before beginning 
to rub, the patient washes the part chosen with soft 
soap and warm water and shaves it, if hairy; he 
then carefully rinses it with warm water and dries 
the skin. These preliminary manipulations serve a 
double purpose: they facilitate the absorption of 
the ointment and they reduce the likelihood of 
mercurial dermatitis. The patient then spreads 
his daily dose over the surface selected, after 
previously warming the ointment if the weather be 
cold. He then rubs it into the skin, exerting 
gentle and even pressure, till the skin is dry, that 
is to say till it no longer feels greasy. It usually 
takes between twenty and thirty-five minutes 
according to the part of the body to be treated, the 
season of the year and the preparation chosen. 
The residue which remains on the skin is not 
washed off, but left in contact with the skin till the 
next weekly bath, when the whole of the body is 
carefully washed with soft soap. 

The only unpleasant effect which the frictions 
occasionally have is an outbreak of mercurial 
dermatitis; but if the above directions are followed 
it is never of more than very moderate dimensions, 
and rapidly subsides under the application, of a 
little zinc ointment or of a dusting powder composed 
of equal parts of zinc and starch. I am speaking, 
of course, of the purely local form of mercurial 
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dermatitis, of that type usually miscalled “mercurial 
eczema.” In reality it is a form of acne, for it 
consists of small red papules, many of which | 
terminate in a minute pustule and are pierced by 
a hair, and these papules are nothing but inflamed 
hair-follicles. No doubt you are aware that there 
is also another though extremely rare form of 
mercurial dermatitis, viz. mercurial erythema, a 
scarlatiniform eruption that may start in the area J 
rubbed and spread far beyond it over a large part j 
of the surface, or even over the whole body—an 1 
eruption often attended with much cutaneous j 
oedema, intolerable smarting or itching, and if , 
extensive, with a considerable rise of temperature, 
and followed by desquamation in large flakes t 
resembling that of scarlet fever. I have come 
across but a single case of mercurial erythema, and j 
one of very moderate intensity. Though the same j 
eruption may follow the internal administration of 
the drug, yet the cutaneous method is more 
likely to give rise to it, and I need hardly tell you 
that its occurrence contra-indicates any application 
of the drug by the skin. 

As to the choice of an ointment for inunction, I 
strongly advocate the use of the official preparation, 
and experience has taught me to subscribe to what 
is generally regarded as a mere superstition of 
centuries gone-by which preferred old ointments 1 
to those freshly prepared. If I wished to theorise, | 
I should tell you that in the former part of the fat ! 
has turned rancid, that the fatty acids thus set free 
combine with a small portion of the mercury, so as 
to form a soap which emulsifies the rest and thus 
helps its absorption. I do not at all desire to j 
press this explanation, but I can testify to the fact j 
that old preparations act more promptly. A large 
number of substitutes has been recommended, I 
such as ointments having lanoline, valsol or vasogen, | 
or cacoa butter for their base, and ointment soaps, 
such as Unna’s. They rightly claim the advantage 
of greater cleanliness, and that it takes less time 
with them for the skin to be rubbed dry than with 
the old-fashioned blue ointment. I have tried 
them all, but I still stand to be convinced that 
they are as efficacious as that form which has stood 
the test of four centuries. 

In a method so crude as the inunction treat¬ 
ment it is mere ultra-scientific pedantry to insist 
upon nicety and precision in dosage. If you 
inspect a part freshly rubbed you will find that, 


however well the work has been done and however 
numerous the black dots which you can distinguish, 
and which represent the glandular ducts, the sole 
channels by which the remedy enters the skin, a 
large proportion of the mercury applied always 
remains on the surface, and the larger the dose 
prescribed the larger this residue. The quantity 
which actually exerts a remedial influence—and 
with this alone we are concerned—depends not so 
much upon the amount actually used as upon the 
area treated, and upon the length of time for 
which, and the energy with which, friction is 
carried out, and the first of the two last-named 
factors seems to play the chief rile . I have experi¬ 
mentally prescribed very large doses of ointment, 
warning the patient not to go beyond the daily area 
and not to exceed thirty-five minutes, and I cannot 
say that anything has occurred beyond what is 
noticeable after ordinary moderate doses, and par¬ 
ticularly no trace of stomatitis. On the other 
hand, the bad specimens of mercurial mouth affec¬ 
tion which I have seen were all of them cases in 
which blue ointment had been prescribed, not for 
specific disease, but for pediculi pubis, and in 
which the ointment was applied over large surfaces 
at a time, though only the most moderate amount 
of friction was exerted. All that is necessary, 
therefore, is to order a dose large enough to form a 
moderately thick layer over the whole of the area 
utilised daily, and for this purpose a packet of 40 
to 50 gr. is usually amply sufficient. I doubt 
whether by doubling the dose you succeed in 
increasing the amount actually absorbed by as 
much as 5 per cent. 

I am partial enough to the inunction plan to 
recognise as the only limit to the duration of such 
a course the endurance of the patient himself. In 
this respect the idiosyncrasies of the sufferers vary, 
of course, a good deal; only a small minority is 
content for months at a time to go about unwashed 
and satisfied with one weekly bath; in most cases 
their patience is sorely put to the test long before I 
think fit to release them. It therefore becomes in 
practice to a large extent a question of the per¬ 
missible minimum : my rule is for the first course 
forty-five, for the final thirty-six, and for each of 
the intermediate courses twenty-five frictions. 

In a certain number of cases the occupation of 
the patient or other circumstances preclude the 
employment of my favourite method. I then resort 
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to intra-muscular injections. The arguments ad¬ 
vanced when dealing with inunction clearly point 
to the conclusion that an insoluble preparation 
ought to be chosen both for the initial and the 
final stage of the course. I now invariably employ 
Lambkin’s cream, put up in a convenient and 
sterile form by Messrs. Oppenheimer, Son and Co. 
The rule is to give one injection a week. It is 
claimed for the cream prepared according to the 
later modified formula that the injections are pain¬ 
less. This is not my experience : in some cases, it 
is true, but little pain is complained of, but in 
others pain is very acute for days together. As 
regards the intermediate courses I am not so in¬ 
flexible in insisting upon inunction treatment, and 
a less amount of persuasion and argument will 
induce me to consent to injections. Here I am 
also less emphatic in my preference for insoluble 
preparations. In patients who stand the latter 
well there is no good reason for making a change. 
In others it becomes a choice between two evils— 
pain v. expense. For among the soluble salts it is 
quite easy to select one practically painless; but 
t^e injections have to be made three or four times 
a week, if not daily, and of course this makes the 
treatment a heavy draft on the purse. During the 
first year I usually employ the succinimide, \ gr. 
for a dose, put up as a hypodermic tabloid by 
Burroughs Wellcome and Co., whilst in the second 
year I favour a modification of Ragazzoni’s solu¬ 
tion, viz. 5 gr. of biniodide of mercury with io gr. 
of sodium iodide in an ounce of sterilised distilled 
water, and I exceed with impunity the ordinary 
dose by giving a full hypodermic syringe of this 
solution, equivalent to £ gr. of the active ingre¬ 
dient, on alternate days. I always inject into the 
gluteal region whether employing soluble or in¬ 
soluble preparations, and I need hardly tell you 
that in either case the strictest aseptic precautions 
are observed. 

The ingestion method I consider quite unsuitable 
for a fresh case. It satisfies but imperfectly the 
indications to be fulfilled, and has, besides, a very 
serious positive drawback. Syphilis in its early 
stages is a wasting disease, and our aim and object 
must be by all means in our power to counteract 
this influence, by keeping up the strength and 
nutrition of our patients. In the age of heroic 
cures, when the outbreak of stomatitis was regarded 
as proof that the disorder was yielding to treatment 


and was taking a turn for the better, the physician 
might well strive to lower the vitality of the system 
in order to hasten the “ crisis.” The statements 
that “ if the patient is much out in the fresh air 
he must expect some delay in the influence of the 
specific and be prepared to require larger doses,” 
that “ all tonics enable the system to resist mercury,” 
that “ if a patient be kept in bed and on rather 
low diet, he will yield much more quickly to 
mercurial influence,” even though occurring in the 
writings of the greatest living authority on syphilis, 
are but survivals of those crude pathological notions 
and of the unjustifiable assumption that there 
exists a causal relationship between salivation and 
the therapeutic action of the drug. Administration 
by way of mouth interferes with the assimilation of 
food, and aggravates the wasting which the disease 
itself in its earliest phases tends to bring about, 
and it does so even in those patients in whom you 
are not forced by the purging effect of the drug to 
take away the appetite by adding opium to your 
pill. Once the initial stage is over there is not the 
same objection to internal medication, and I am 
in the habit of prescribing it in the intervals 
between the endermic or intra-muscular courses. 
Some patients then do well on mercury and chalk. 
Where it disagrees and produces gripes or frequent 
and loose evacuations, I change the pill to one of 
tannate of mercury in i£ gr. doses, to which, 
if need be, you may add a small quantity of tannic 
acid rather than to correct the action of the grey 
powder by the addition of opium or Dover’s 
powder. 

This, then, is the plan on which I generally 
work. I have called it a “ routine treatment,” 
thereby to imply that though it proves adequate in 
most patients, instances do occur in which it requires 
modification in this or that direction. Indeed, here 
no more than in any other department of medicine 
must we expect to find a royal road to success, nor 
is the physician deprived of that great attraction in 
his professional labours—strict individualisation. 

Having so patiently listened to my words, you 
will no doubt ask, and you are entitled to know, 
what measure of success attends the directions for 
treatment which I have given ? I can summarise the 
answer in the one sentence that my knowledge of 
syphilis is not derived from those cases which I 
have attended from the very first 
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A LECTURE 

on 

MENTAL HYGIENE. 

Delivered at the London Hospital. 

By FRANCIS WARNER, M.D., F.R.C.P., 

Senior Physician to the Hospital. 


Gentlemen,— In estimating the character of the 
brain that you are studying, as well as in dealing 
with that brain from the point of view of a mental 
patient, there are many points of considerable 
importance. We will first consider the very 
important question of mental fatigue. One of the 
best means of preventing mental fatigue and 
preserving good mental energy is by ensuring that 
at the end of appropriate periods the brain shall 
rest, i. e. that the brain shall be undergoing no 
stimulation from without, but that it shall be simply 
going through the condition of physiological rest. 
The most complete condition of rest and relaxation 
of a healthy brain is that which we get in deep 
sleep, when there are no movements going on 
except those of respiration. If the hand of such a 
person is gently raised by the observer and then 
released you will find it will fall as flaccid as a 
paralysed limb would do. So also with other parts 
of the body there is a general muscular relaxation. 
Now comes the question, How can you tell whether 
you have good relaxation in your subject or not ? 
Relaxation is a condition which it is often difficult 
to produce in the waking state. It is one of those 
points in regard to which the successful nurse in a 
case of severe illness is often able to get over the 
crisis which means either life or death, for the 
critical saving of vital force may depend upon 
getting this complete relaxation in saving of nerve 
force. How can we tell whether an individual is 
relaxing or not? For this, and for many purposes, 
it is convenient to speak mainly of observations 
upon the upper extremity, because it is more easily 
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demonstrated. [A demonstration was given on 
•a student, sitting easily in an arm-chair while 
reading from a book conveniently placed on a 
reading desk.] I feel that the arm is very loose, 
and I feel the full weight of his arm, probably four 
pounds, on my hand as I raise the limb. I know 
that the nerve-centres which act on the muscles of 
the arm are relaxed or resting. There are many 
conditions in which it is a great saving of nerve 
power and an economy of energy for mental work 
that all muscular action should be relaxed. If you 
sit in a chair and are reading, of course you have a 
certain amount of muscular action going on all the 
time, although you may not be conscious of it. 
Your eyes are moving from side to side as you read 
the lines on the page of the book. I can stand in 
front of our friend as he sits there and count the 
pace at which his eyes are moving while he is ! 
reading. So we see how important it is that those 
eye muscles should have good tone and their nerve- 
centres not be wearied. This is a point which is 
often lost sight of in experiments with regard to 
mental fatigue, because some experimenters do not 
take into consideration the amount of muscular 
effort involved in reading for two hours as a factor 
in the fatigue resulting : this effort is really very 
great. I shall speak later on of real mental faults. 
In many cases you see a man sit down to read with 
his face turned towards the book, but instead of 
reading by lateral movements of his eyes he may 
move his head from side to side, keeping his eyes 
fixed. If he were to do that for a couple of hours 
he would be very tired. In undertaking severe 
mental work, when you are about to begin there 
should be general relaxation of the muscles of the 


accounted for by the mental work which is being 
done. As soon as you have the arm resting on the 
table there is very little need of further action in the 
large muscles of the arm itself. Most of the actual 
writing is done by the fingers, moving along to the 
formation of succeeding letters. Therefore in 
writing there should be a considerable relaxation 
of the large muscles of the arm. To write with 
the arm stiff will lead to a greater amount of fatigue 
than when it is relaxed. The least amount of 
energy is used when there is relaxation of all the 
muscles which are not wanted for that particular 
purpose. This power of conserving muscular 
effort is of very great benefit, although it is difficult 
to cultivate except by suggestion. Again there are 
some cases in which you want to have, for the 
carrying out of certain work, considerable tone in 
the muscles of the forearm, leaving the fingers free, 
in contrast with what we wanted in order to write. 
You may wish to take in hand the training of a 
child whom it is intended to bring up to manual 
work, such as carpentering—that is to say, you have 
to train the child in his school time so that next 
year he may be able to hold the tools used in the 
I carpentering class. For instance if you want a boy 
to hold the bradawl well, you may find one of his 
great difficulties is his tendency to hold everything 
stiff, so that he does not hold the handle of the 
j instrument well. If you analyse the actions 
| employed in holding the wooden handle of a chisel 
I or bradawl, you will find that it is done mainly by 
j adduction of the bones of the metacarpus. A con- 
1 siderable amount of force may be exerted in this 
manner. As exercises in strength of hand you may 
tell the child first to hold a golf ball in his hand, 


body and also of the muscles of the head and neck, and later a tennis ball. If you want the amount 

We do not want to have the head moving for each of force in these muscles to become greater you 

line. It is in order to procure this complete relaxa- niay use a heavier object. I have had some boys 

tion that the chair should be quite comfortable. We trained in a gymnasium, and they have been 

need also to economise nerve force in writing, required to hold a club by the hand in the palm 

Those who have had to write six hours a day in only, without using the fingers; this, of course, re¬ 
examinations, or who have had to do much literary quires considerable force. A very useful exercise in 
work, and write perhaps ten hours a day, know the relaxation is, while the boy exerts considerable power 
amount of fatigue which follows. There is not over the larger muscles which produce adduction 

only the energy employed in the work which goes of the metacarpus, leaving the fingers free. For 

on in the cortex cerebri in putting the thoughts instance, when the pupil is putting a large amount 

together connectively, but the amount of mecha- of force into the adductors of the metacarpus, we 

nical muscular work which has to be done. I have may train the same movements of the fingers as we 

often found that there is a considerable amount do in the imitation exercises with the free hand. 


of fatigue incurred by writing, greater than is to be I With tonic firm contraction of the large muscles of 
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the palm of the hand we have the centres for 1 certain number of mental actions turning up uncon- 
finger movements free to be acted upon by imita- j trolled and ill-co-ordinated. And inasmuch as 
tion. That is what we need for carpentering: i they are not co-ordinated by control they are not 
we want to have the small muscles easily co- in harmony with the conditions around. This is 
ordinated while the palm of the hand is fixed. I very often seen in the conditions of examination. 
There is another mode of testing the general re- j I have often seen candidates come in and sit down 
laxation in an individual." You will meet with j to the table, going through a very considerable 
patients at all ages in whom there is difficulty in number of spontaneous movements. Such men 
getting sleep. One of the definite means of , are apt to have very spontaneous thoughts turning 
cultivating sleep is to produce habits of muscular | up, by which they express themselves out of 
relaxation. I have already said that you may feel i harmony with the conditions of the questions 
to what extent a person is relaxed by the weight of J asked. If you had an opportunity of looking on as 


his arms. Now about the lower extremity. You 
know what is meant by knee-jerk, and those who 
have produced it know how difficult it is to get 
relaxation of the centres which can act inhibitorially 
upon the spinal centres. You try him in various 
ways, get him to shut his eyes, or pull upon his 
hands. But the question is, Have you obtained 
relaxation ? [A student was asked to sit on the 
table with his legs hanging free over the edge, and 
was requested to leave all his muscles relaxed.] 
I push this man’s leg back beyond the vertical, and 
then I let it go. You see there was not complete 
relaxation of that limb, because when I released it 
I did not get the pendulum swing. If there had 
been complete relaxation it would have swung to- 
and-fro in pendulum time, as would be shown if 
you were to take tracings of the movements. If 
you can get good relaxation of the upper and the 
lower extremities, this is indicated by the pendulum 
swing of arm and leg. When there is an absence 
of the pendulum swing it means that the nerve- 
centres are interfering with the natural free 
movements. When this complete relaxation can 
be brought about you know that the nervous 
system is in a good state for resting. 

I now want to speak of the spontaneous activity 
of nerve-centres when engaged in mental processes. 
It often happens when studying the motor expres¬ 
sion of brain action after the methods described in 
my lecture last week that much resemblance may 
be seen in the modes of mental activity. Sponta¬ 
neous nervous action may produce a number of 
movements such as may be spoken of as fidgetting, 
restlessness, unsteadiness, not easily controlled. 
Those are generally brains in which the mental 
action takes very much the same form. You find an 
individual who has a great many spontaneous and 
uncontrolled movements is very apt to have a 


, an uninterested party you would be surprised to 
see some of these cases in which mental confusion 
occurs. I remember one such candidate whom I 
j asked what he would do if a patient were brought 
into hospital unconscious and poisoned with sewer 
gas. The word “ poison ” seemed to be connected 
* in his mind with the stomach-pump, and he said 
1 he would give him the stomach-pump. But at once 
he seemed to realise that he had said something 
wrong, and he hurriedly corrected it and said he 
would use an air-pump, not a stomach-pump. 

1 Some of these cases of considerable mental con- 
I fusion are not cases of idiocy, as may appear from 
the example given, but arise from a number of 
spontaneous thoughts coming in uncontrolled. If 
you can lessen the amount of spontaneous move¬ 
ment and so get better control you will, in the 
hours when the brain is devoting itself to mental 
action, have it better co-ordinated. If you train 
the brain centres to be less liable to spontaneous 
I uncontrolled action for movement, they will be less 
j liable to erratic action when engaged in purely 
j mental work. As an example of what may be 
| spoken of as the connection between the movement 
j and the co-ordinating power in the individual and 
| mental action, I will give you a concrete example 
| which is common enough in my experience. Say 
I a schoolboy is brought by his parents to the doctor, 
or advice is asked on the report of the schoolmaster, 
who says the boy is extremely careless. That is a 
general term, and from the point of view we are 
speaking of, the “carelessness” may be due to 
many different things. You ask for an example 
and you may be told perhaps that he is careless 
in mathematics. Then I should ask what branch 
of mathematics ? Is it Euclid, or is it mental 
arithmetic, or is it work done on paper? They 
turn again to the schoolmaster’s report, and it 
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says, “ Mental arithmetic very good.” That is, of | 
course, good work done with the cortex cerebri, j 
Now about the geometry. One draws a diagram j 
upon a piece of paper—a triangle, ABC. You 
have seen the boy looking at you while you were 
giving the geometrical demonstration, and he has 
not seen the triangle or the lettering or anything 
else on the paper. Clearly, therefore, he received 
no instruction from want of directing his eyes to | 
the diagram. In many cases the so-called careless¬ 
ness of which complaint is made is the fault of the 
teacher and the fault of the motor action of the 
child's brain, but not the fault of action of the 
mind or higher centres or layers of his cortex. 
In the case last given one would expect to find that 
the boy had not had good training in eye fixation, 
and that his master was the person who needed to 
have a good deal said to him rather than the boy. 
There is another mode of action which comes 
under the name of “carelessness” for which your 
skill in mental hygiene may be asked. In mathe¬ 
matics a boy is said to be good at the branch of 
mental arithmetic, for which of course eye move¬ 
ments do not come in, only hearing, but in his 
work done on paper he is very bad. You ask for 
a concrete example of his bad work in mathematics 
done on paper. You find he cannot do even 
addition sums correctly. But can he do other 
things correctly ? What about algebra? You are 
told the algebra is not so bad as the arithmetic. 
We set him an addition sum and he begins all right, 
does the first vertical row of figures correctly, and 
carries correctly, but half way up the second 
column his eyes cross over to the first again, and 
so gets the wrong answer. His brain worked right, 
but his eyes by wandering gave him the wrong 
impression. That is a very common form of 
mistake and the cause of the apparent carelessness 
may be found out by giving a concrete example. 
Eye movements also tell in the study of a language 
quite as much as upon mathematics. Take the 
word “ mensa.” Perhaps the boy looking at that 
calls it 4 “mensse”—a great deal of difference 
from the schoolmaster's point of view. What is 
the matter there ? This same boy who has never 
been trained properly in eye movements probably 
gets the whole of that on his field of vision at once, 
without any eye movement towards the termination, 
and as a result he does not get a separate sight of 
the different portions of the word which is so 


necessary for classical work. But if he is trained 
well to move his eyes accurately to the root and to 
the termination of the word he will have seen it 
clearly. Many mistakes of this sort of which I am 
speaking of under the term “ carelessness ” depend 
on the eyes not having been turned to the two 
portions of the word separately. 

There are many other points which come before 
you in the study and practice of mental hygiene. 
There is that question of fatigue, to which I have 
already referred. Mental fatigue has been measured, 
and a very large number of inquiries have been 
made on this question in English laboratories, and 
in those of Germany and of Switzerland ; the mode 
in which mental fatigue has been investigated 
generally is by setting persons a certain task to be 
done, which the experimenter says is mental work, 
and the commonest form is in figures. The 
inquirer takes a sheet of paper with addition sums 
on it, the sums being of about the same value. 
They will see how many mistakes are made in 
doing that kind of work in the first five minutes, 
then in the second, the third, the fourth, and fifth 
five minutes, and so on through the hour, and 
according to the number of mistakes made as 
compared with those in the first five minutes they 
will estimate the amount of mental fatigue. There 
are the usual methods of experiment. Where I 
think all these experiments fail is this: are the 
mistakes made necessarily mental ? I have shown 
you that the individual who is going to do work 
may move his head a great deal as in reading, 
and if he does he will in the course of an hour have 
gone through a great amount of muscular fatigue, 
and the mistakes which he may make in the subse¬ 
quent periods may be due to his eyes being tired 
and wandering to the wrong figure. One of the 
important questions which arise from this is, How 
long can an ordinary class go an at its lessons 
without feeling undue fatigue? Much of the 
fatigue felt by pupils is probably retinal fatigue, and 
that will contribute largely towards irregular actions 
of the eyes. Eyes whose muscles are tired are of 
course less accurately controlled in moving across 
the page. Or the fatigue which is felt may be 
definitely in the higher cortex. Until we get experi¬ 
ments in which the factors I have mentioned 
can be eliminated I do not think we can trust the 
laws which have been laid down for our guidance 
in regard to mental hygiene. The trend of experi- 
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ments such as I have referred to seems to be that 
under no circumstances should any class last more 
than three quarters of an hour, after which there 
should be a period of rest. Some say that for 
young children there should not be more than 
twenty minutes’ lessons at a time. I would not 
myself go so far as to say that. But there is the 
question which has been put to one by schoolmasters 
in a concrete form, How long may I keep my class 
at work at a time? My answer is, Let me see the 
members of the class alone both before the lesson 
and afterwards, and I will go through the nerve 
tests. This was done, by observing whether they 
responded to eye- and finger-movements as well as 
before. I think what is generally found is that 
some of the boys respond quite as well after one 
hour’s school work as before, but others less 
perfectly; then one can tell the master something 
about the personal equation of each boy, showing 
how long an individual child may work without 
fatigue. Another point about mental fatigue is 
this. There are the physical signs which indicate 
general fatigue, including muscular and those of 
the nervous system. If the individual is getting 
fatigued you generally find there is less asymmetry 
in the balance, that in moving the head and 
shoulders various parts of the body are less sym¬ 
metrically balanced. Next, when the hand is held 
out, instead of being, as in the normal, straight, 
and all parts in the same plane, with no drooping 
of the thumb, if there is fatigue there is a bending 
or drooping of the fingers and the thumb. When 
the condition is a greater condition of fatigue there 
is wrist dropping, just as if you held the lifeless 
hand, the paralysed hand or the unenergised hand 
in sleep. Another very delicate means of showing 
fatigue is seen in the face, the lack of expression, 
and particularly relaxation of the orbicularis palpe¬ 
brarum muscle, that is to say there is fulness ap¬ 
pearing under the lower eyelid from relaxation of 
that great circular muscle. Time will not permit 
me to go fully into all the physical signs of fatigue 
which you may observe, but the balance of the 
body and the relaxation of the orbicularis muscles 
of the eyes are very important signs which may be 
readily observed. Dealing with a case in a class 
such as 1 have spoken of, one would not say 
definitely and arbitrarily how long that boy can go 
on working, but one would wish to point out to 
the man in charge of him what are the points to 


look to which will indicate fatigue. For, the phy¬ 
sical indications of fatigue in lowered muscular 
tone can be seen by the observer before the fatigue 
leads to inco ordination of brain action. That is 
a very important matter with regard to mental 
energy and a successful University life. 1 have 
often been ksked about the lad or girl leaving 
school, as to his or her capacity to profit by the 
University career, which takes nowadays three, four 
or five years, and costs a good deal of money. A 
point one would look to in connection with this 
problem is, What is the capacity of the individual 
for standing severe work? And it is important for 
that purpose to find out whether there are any 
present signs of fatigue. I remember the case of 
two sisters who were brought to me by their mother. 
The idea was that one of them was to go to 
Cambridge. They could only afford this education 
for one child, the other was to stay at home, and I 
was to be the arbitrator to decide which. I was 
told nothing, except that they had both been to 
the same school and had had the same advantages. 
One of them showed signs of very considerable 
fatigue, and at the same time what would be spoken 
of as great signs of eagerness and earnestness, and 
she wanted to tell me the story which would decide in 
her favour. She had also a great amount of spon¬ 
taneous eye movement and finger twitches—in other 
words she exhibited signs of fatigue and considerable 
want of self-control. The other girl was in extremely 
good physical health, far from having any signs of 
anaemia or indigestion or anything of the kind, and 
she also had a steady balance. She quietly did 
everything which was told her, whether in imitation 
of movements or otherwise. She was a girl with a 
good, common-sense mind. Evidently she was not 
of the type which is commonly considered to get 
the best advantage from University training. But 
I was in favour of the duller one, and unwillingly 
proposed to condemn to domestic life the one who 
had been exhausted by her school work. I have 
no doubt that to have sent the more restless girl 
to University life would have been to court disaster. 
In another form the same problem comes before 
me often : the boy is at the end of school life, and 
there is the question of running for a University 
degree in honours, very often involving a big and 
prolonged strain. These matters are often very 
important, both for the individual boy and for 
the resources of the family. On the other hand. 



118 The Clinical Journal. ] 


DR. FRANCIS WARNER. 


[ ec. 1,1909. 


you meet with another tone of mind in the parents 
who say, “We are afraid he will break down and 
not be able to stand it.” He has gone through 
his public school life and seems to have done it 
well. He has got high enough to make it possible 
he may get a scholarship at the University. In 
this case the suggestion that he may break down 
comes from the parents, who, however, are not ob¬ 
servers. You look at the child yourself carefully 
and make the examinations I have spoken of, you 
look at the school reports showing that his work was 
satisfactory, you look for the indications showing 
that he has a well-made brain, and the parents are 
very glad that he should have the chance of a good 
position if it is not going to exhaust him to such 
an extent as to make him unfit for practical life j 
afterwards. You will have often to fight against j 
the parents’ fears for their son. I say let such a 
boy about whom there may be doubt work for six 
weeks at any rate, and at the end of that time look 
whether there are any signs of fatigue which may 
be regarded as at all serious. If there are, it must 
be agreed that the work is to be given up. But it 
may be that after a trial you get a letter saying he 
is all right. Of course your reply to that is that, 
not having seen the boy to judge for yourself, 
you cannot be responsible. So by proceeding 
cautiously at first, and submitting the boy to tests 
at the end of three months and again at the end of, 
say, six months, you may be able to give a decision 
which is quite wise instead of a haphazard one. 
Let it be understood you can discover the signs of 
fatigue before they reveal themselves in defects of 
mental action. You will hear terms used very 
frequently by the public, and especially by a section 
of the daily papers, about “emotion,”and emotion¬ 
alism and how to deal with it, about self-concen¬ 
tration—a very favourite term—slowness, and so 
on. The public are so apt to confuse length of 
pause after a question put with slowness of actual 
mental processes. They will also refer to “ constant 
irrelevancy,” by which I think they refer to the 
same thing as I mean by mental confusion. And 
another term often used specially with regard to 
girls is self-consciousness. Let me say a few words 
on what you may observe in these cases. An 
individual is said to be emotional. That generally 
means that when you make your examination there 
is very much uncontrolled spontaneous action. This 
is important because it may lead on to a graver 


i state in the adolescent, a condition which is most 
■ often spoken of as hysteria. Then there is that 
matter of self-consciousness. Many people, boys 
and girls, are said to be very much troubled with 
j self-consciousness, that is to say, they imagine 
| they are often being looked at, that they are being 
1 talked about, and in consequence they fall into con¬ 
ditions of mental confusion. It oiten leads to the 
thoughts which arise in the brain being stimulated 
rather by conditions in the body than controlled 
! by the environment. For instance the girl who is 
thus liable to self-consciousness becomes a great 
deal more upset than is necessary by any source of 
pain. And when this occurs in a girl, it is found 
she is more distressed by any pelvic trouble such 
as ovarian pain in menstruation, and her lack of 
self-control is very marked. 1 have a boy under 
care who illustrates what I mean very well. He is 
about fifteen years of age, and had been brought 
up in a very small day-school, with little children, 
most of them girls. He had been very much 
petted, and kissed, and given chocolates, and so 
on. I got him away from those surroundings and 
put him where he could be well trained, and after 
two years we got him to be something more like 
a man. But this old habit of so-called self-con¬ 
sciousness has never passed away, and I am trying 
now further means of improving his self-control. 
When 1 have gone through the exercises in imitation 
of movements which I have shown you, 1 find that 
in spite of looking at my hand for the purposes of 
imitation he has been looking at his own as well. 
He is much more easily controlled by anything 
which is going on in his own body than by anything 
which is going on in anybody else’s body, and so 
there is this constant conceited self-consciousness. 
To remedy that 1 get him to imitate my movements 
while he keeps his arm out of his own range of 
vision. If you try that you will find it requires 
some exertion to imitate the exercises while the 
arm is out of sight. 

Gentlemen, 1 have sketched for you a few of the 
points that may be useful to you in studying mental 
hygiene. It is important that you should be prepared 
to give advice with regard to mental health as upon 
any other of the conditions in the body, such as 
relieving pain and indigestion, and your opinion 
upon any of these cases must be founded upon 
what you see and upon the inferences which you 
are justified in drawing from your observations. 

The signs or points for observation in studying 
children’s brains were given in my last lecture. 
They are also described fully in ‘ The Study of 
Children,’ published by Macmillan & Co. 

November 29 th, 1909. 
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THE DIAGNOSIS OF ACUTE 
ABDOMINAL DISEASE. 

A Clinical Lecture delivered at University College 
Hospital. 

By H. BATTY SHAW, M.D., F.R.C.P., 

Physician to the Hospital and Assistant Physician to the 
Hospital for Consumption and Diseases o t the Chest, 
Brompton. 


It is a trite remark that a medical student’s career 
does not end when he takes his degree or qualifica¬ 
tion ; to the very end of his active career he is : 
constantly learning. With regard to the subject of ! 
this lecture, it may be equally truly said that the j 
student ju$t qualified has little or no knowledge, 
because acute abdominal disease has no respect 
for the regular visits, lectures and demonstrations 
which the hospital affords. It is common know- 1 
ledge that this class of case comes to the hospital | 
when the ordinary student is elsewhere; very 
frequently some of the most serious cases come in I 
the small hours of the morning, and if not so late 
as this, at any rate in the late afternoon and 
evening. The dresser for the week gets some 
experience of them, but as a rule he has much else 
to do than to enter into the difficulties of the 
diagnosis, and even if he is fortunate to be able to 
do this, he is not yet ready to grasp the significance 
of this or that sign or symptom. Once his in- j 
patient dressership is over, until the end of his ; 
tutelage as an unqualified student he sees nothing 
and hears little of acute abdominal cases, except 
the clinical remarks on the case after the patient 
has been operated on or is examined at the 
necropsy. No doubt this is better than nothing, 
but it is also true that when once the real cause 
has been revealed by operation or post-mortem, it 
is not so beneficial to the student as such inquiries 
would be if only he had had an opportunity of ! 
estimating the condition when first the case was 
admitted to the hospital. One reason for this 
remark, the one which has prompted the delivery 
of this lecture, is that the case has not subserved 
the purpose of giving the student the opportunity 
to fix for himself a routine plan of taking the I 
history and eliciting the physical signs of such a j 
case. The following remarks are based upon an ; 
experience of some fourteen years of the crop of ! 
acute abdominal cases which have come into your j 


lecturer’s experience as a resident and physician to 
the hospital. Very much of the experience has 
come from the patients themselves, but much also 
from the opinions of my colleagues whose help was 
also sought, and to no small extent from residents, 
whose pertinent questions and suggestions so often 
provided the necessity for crystallising one’s 
opinions as to the condition of the patient as 
revealed by one's own examination. 

The best way for help to be given to you on 
such a subject is to insist upon the necessity for 
you to obtain a resident post; mistakes you are 
bound to make, but you must see to it that they 
are made in such circumstances that your patients 
come to the least possible harm. As a resident 
such a position exists, and you will be made far 
more comfortable in the future by holding such a 
post provided that you lose no opportunity of seeing 
all the acute abdominal cases possible, and of 
making up your mind what you would do with the 
case if you were left to your own resources. I 
think I am right in saying that no class of case 
tests a resident’s acumen and practical management 
more than does an acute case of this sort, for there 
is always the feeling, Can a surgeon put matters right 
by a timely operation ? If the remarks which 
follow prove useful more to the incoming resident 
than to the unfortunate student who can not aspire 
to such a finish to his hospital instruction, the 
latter must nevertheless realise that the lessons 
apply to those about to take up the anxieties of 
practice without the help of a resident post. To 
be shown some of the pitfalls and how to avoid 
them will not come amiss to you. 

(i) The acutetiess of the case .—It is very neces¬ 
sary to be sure that the patient has been ill or in¬ 
disposed for only a few days or hours. In no class 
of case is it more necessary to be utterly sceptical 
of the patient’s statement; cross-examination is 
most necessary and should be searching. Sudden 
onset of pain with sickness suggests obstruction, 
but it may escape the patient’s mind to tell that for 
some months there have been slight abdominal 
pains. By such disregard of these earlier symptoms 
the patient will easily lead you to think he is 
suffering from an acute condition rather than from 
a recent exacerbation of a malady of some con¬ 
siderable duration. It happens that such cases are 
sent away with an aperient to relieve constipation 
or a too free indulgence in Spanish onions ; the 
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carcinoma inaccessible to physical examination is 
not suspected and your handiwork becomes the 
subject of free, if not complimentary, remark by 
the next medical man who is called to look after 
the case. Neglect of the precaution of making 
sure that a case is acute has led again and again 
to operation for tuberculous peritonitis which 
might have subsided under medical treatment. 

( 2 ) The first symptoms .—Not only must accurate 
knowledge of the duration of the illness be obtained 
but its nature must be clearly defined. A woman 
is taken with a severe pain in the lower abdomen, 
and you may be inclined to think that she has 
some appendicular disease until you elicit the fact 
that she has missed two periods; it is not un¬ 
common for women who are habitually irregular to 
forget to volunteer this fact, so that the unwary are 
apt to overlook an ectopic gestation from neglect of 
the menstrual history. 

( 3 ) The patient's explanation of the onset of the \ 
illness .—Too often this has to be taken with a very 
large “pinch of salt.” but it is not unlikely that a 
painter who has already had one attack of painter’s 
colic will remember the fact and have good reason 
to venture upon a medical opinion; if the sub¬ 
sequent examination does not confirm the view he 
takes, no harm has been done by asking his opinion. 

( 4 ) The chronological order of the subsequent I 
symptoms .—What with the real distress of the patient 
and the upset of a hurried journey to a hospital, it 
is not to be wondered at that the patient does not 
always remember the march of the symptoms, and 
it is well, therefore, to have the statements checked 
by the patient’s friends. A symptom may have 
developed but have been forgotten by the patient, 
or it may be masked by the severity of the first 
developed one. Thus a patient is taken ill with a 
sudden pain in the right iliac fossa which persists 
and suggests some abdominal disease; the patient 
has, however, forgotten the lesser pain and dis¬ 
comfort of a little herpes which was the next 
manifestation ; moreover the herpes may be hidden 
from the examiner’s view by being placed at the 
back of the helix of the ear or inside the nostril. 
The symptom recorded by the patient as next 
following the abdominal pain maybe some diarrhoea, 
which again deceives the observer and leads to 
neglect of the base of the right lung, where larval 
pneumonia or an empyema may exist. In a quite 
different form of malady it is important to know 


whether sudden abdominal pain is followed by 
constipation ; if so then obstruction may be sus¬ 
pected by a band, internal or external hernia, by 
volvulus or by growth. But if the pain is suddenly 
followed by the passage of blood and slime, then with 
rapidly developing collapse, care must be taken not 
to overlook an intussusception. A word may be 
said here about the difficulty of establishing the 
diagnosis of this condition in the absence of a 
characteristic mass. The very malady which often 
is the forerunner of it, namely acute enteritis, may 
have identical symptoms—sudden pain, collapse, 
and blood and slirne in the motions. In such a 
case, if the condition is not so grave as to render it 
dangerous an anaesthetic should be given; if no 
mass can be felt by a combined pelvic and abdo¬ 
minal examination, then it is wise to delay surgical 
interference. The fact that in a case of acute 
abdominal disease no flatus has been passed gives 
important information as to the permeability of the 
bowel, but it is not impossible for flatus to be passed 
even though complete obstruction has occurred. 
The exception to the rule must not prevent the 
inquiry being made. I have known students who 
were not aware that flatus should be passed 
under ordinary healthy conditions, and others out 
of a misplaced modesty have omitted to make 
inquiries about this function. If pain has been 
followed by vomiting, first of food in the earliest 
stages of digestion, and eventually this has been 
followed by stercoraceous vomit, then obstruction 
low down in the bowel may be suspected. A word 
of warning is, however, necessary : it is not wise to 
put the direct question, “ Does the vomit smell like 
motion?” Such a leading question is likely to be 
followed by a misleading answer. 

, ( 5 ) Previous illnesses , similar attacks , etc .—A 

previous and habitual constipation associated with 
the onset of pain in the right iliac fossa suggests 
appendicitis, but we are tempted too often to think 
that in appendicitis the pain must be very severe; 
this is a mistake, for it may happen that the slight 
odd pains in the abdomen, so often attributed to 
intestinal indigestion, etc., are really due to 
appendicitis. 

No more serious mistake could be made than 
to neglect the previous illnesses in cases of acute 
abdominal disease, and yet the circumstances under 
which they come to notice too often tempt to dis¬ 
regard this rule. 
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Repeated attacks of abdominal pain are common 
in appendicitis, in cholecystitis, and peptic ulcers. ’ 
These maladies are sometimes hardly recognisable 
under the aliases which the lay-man or -woman 
describes them. They are described as “cold in 
the stomach,” “gastritis,” “rheumatism of the 
stomach.” By cross-questioning the truth must be 
made out as clearly as possible. The faintings 
produced by repeated bleeding from a gastric ulcer 
have been described as epilepsy or the anaemia 
resulting from the bleeding as chlorosis. It happens 
often enough that peptic ulcers occur without 
revealing themselves by anything more serious than 
symptoms which can be quite easily explained by 
acid-dyspepsia. 

It is well known that the pain ultimately shown 
to be due to gastric ulcer may be in the right iliac 
fossa, and conversely the pain associated with 
appendicitis in the epigastric region, so that in the 
case of pain occurring in either of these situations 
the most careful inquiry must be made for evidence 
that the condition opposed to the one expected 
from the position of the pain does not exist. 

(6) The catamenial history .—In the case of 
acute symptoms occurring in women who have 
not reached the menopause, thorough information : 
should be elicited. A subject which should never I 
be passed over from any consideration is the one 
of the existence or not of leucorrhcea ; it is not at 
all uncommon to find that women are quite un¬ 
informed of the abnormality of this condition, and j 
there is a heresy still existent amongst our profession 1 
that leucorrhcea is a sign of “weakness,” and im¬ 
provement of the general health is all that is to be 
attempted. No wonder that an otherwise healthy 
woman thinks it too trivial a condition to mention 
to you; you must ask whether it exists or not. | 
With such a history it is easier to see what is the > 
meaning of acute symptoms affecting the two lower 
quadrants of the abdomen. Similar help will be 
obtained by discovering that marriage has been 
sterile, for infection of the uterus and its adnexa 
is responsible for many childless marriages. It is 
hardly necessary to remind you that pregnancy 
may exist although there is no amenorrhoea, or 
that acute symptoms may arise from disease of the 
abdominal organs in the course of a normal preg¬ 
nancy. 

It is unfortunately true that the medical man 
must not rely on the veracity of his patients. If, 


from the examination subsequently carried out, 
evidence is found that the unmarried state would 
appear to be compatible with the signs of a former 
or present pregnancy, proper consideration should 
be made without comment to the patient or her 
friends of the possibility of present inflammation 
originating in the same irregularity. 

(7) Disturbances of urination .—It has never been 
my lot to find that an acute abdominal case should 
masquerade as one of suppression of urine, though 
I have known abortion to be followed by fatal 
suppression, and it frequently happens that if 
there is much vomiting the urine is greatly reduced 
in amount. The question should be always asked 
whether this function is normal. If pain in the 
abdomen is noticed during the act of urination 
then it is quite possible that the pain is caused by 
the contraction of the bladder disturbing adjacent 
peritonitis, and so a clue be found to the existence 
of such a cause, all other evidence being absent or 
of doubtful value. 

(8) The events antecedent to the admission of the 
patient to hospital .—These more immediately con¬ 
cern the resident who receives the case into the 
hospital. It is not waste of time to inquire from 
the patient why the private doctor sent the patient 
to hospital that day or, as it often happens, that 
night or early morning. The late arrival often 
enough results from difficulty of transit or from 
the fact that many patients can brave out pain and 
other discomforts during the day-time, whereas the 
oncoming of the night gives a more terrifying 
aspect to their troubles, and their courage fails 
them when most people have retired. Much can 
be learnt from the above inquiry, e. g. the doctor 
has sent the patient in on the third day because 
vomiting had reappeared, or because the tempera¬ 
ture had recurred or the pulse become more rapid ; 
sometimes it is merely because only on this par¬ 
ticular day had a diagnosis become possible. Such 
points as these are important, because they aid the 
resident in estimating the gravity of the case and 
the need for sending for a riper opinion. 

(9) Former treatment .—Help may again be de¬ 
rived from ascertaining whether in the treatment 
received outside the hospital anything has been 
done which may be masking the symptoms. It is 
not the place to discuss the use of opium in acute 
abdominal conditions the nature of which is un¬ 
known, but the fact is real enough that the private 
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doctor has used such palliatives, with the result 
that the resident may under-estimate the gravity of 
the case and seriously jeopardise the patient’s life. 
A glance at the pupils will help to show whether 
opiates have been used or not. 

Lastly, one word is necessary in regard to your 
comments on the way the patient has been treated 
or upon the delay in sending the patient into the 
hospital. Whatever your thoughts are keep them 
for the common room, where you may criticise to 
your heart’s content; indeed the common room of 
the hospital is often enough the school where you 
will learn confidence in your own opinions. It is, 
however, most inconsiderate to indulge in criticism 
of the rightness or wrongness of the private doctor’s 
treatment at the patient’s bedside. Your own 
experience in the casualty will teach you the infinite 
difficulty of diagnosis at the beginning of an illness, 
the initial symptoms of which may be of the most 
trifling order. Moreover you cannot visit in 
private when and as often as you like, and when 
you do it so often happens that the patient does 
not merely want you to see how he or she is pro¬ 
gressing ; help is wanted for the pain, which may 
be almost unendurable, and this you must relieve. 

The Examination ok an Acute Abdominal 
Case. 

Before examination is made of the abdomen it 
will well repay you to make a general survey of the 
patient. Above all do not forget to look at the 
facies. It may happen that the pupils will be found 
small, and then if subsequent examination reveals 
little abdominal pain, you will think of the possible 
effects of the palliative dose of opium and avoid 
the mistake of under-estimating the severity of the 
case. It is not necessary to remind you of the 
features of the “facies Hippocratica,” but when 
they exist realise that the patient is in danger, 
however little the subsequent examination supports 
this view. A wasted face occurring in a patient 
who has only been ill a few hours will suggest that 
disease like tuberculosis may be at the root of the 
whole illness, and the existence of scars in the neck 
or of lupus of the face may be of similar portent. 
Pallor may also suggest the existence of a blood 
disease like leucocythaemia, a suspicion of which 
in a recent case led to a blood examination which 
revealed the presence of this disease. It is hardly 
necessary to say that laparotomy for the exploration 


of the nature of an irregular mass which was very 
unlike an enlarged spleen was not carried out; 
had it been done the result might quite well have 
proved fatal. Care must be taken that jaundice is 
not overlooked - an easy matter when it is remem¬ 
bered that these cases are so often seen for the 
first time by artificial light. 

(1) The tongue .—This should always be exa¬ 
mined, for whatever scepticism you may feel of the 
value of the tongue as a guide to the condition of 
the stomach, considering it to be in many cases 
merely an indication of the foul condition of the 
teeth and tooth-sockets (pyorrhoea alveolaris and 
dental caries), there is no doubt that in acute 
abdominal cases it is an invaluable guide to the 
severity of the attack. Whether the furred condi¬ 
tion or the milky whiteness of the tongue is the 
expression of a trophic change associated with 
disease of the abdominal viscera, or is again a mere 
expression of the milky nature of the food taken or 
of the collapse of the patient, who no longer is able 
to realise the necessity for keeping the mouth clean 
by those means with which Nature has endowed 
us, matters little so long as it is recognised that the 
mouth and tongue are abnormal. Cases of typhoid 
fever are not unknown to appear as acute abdominal 
cases. It used to be taught that enteric fever was 
not accompanied by herpes labialis; this is an 
error, and a careful look lor herpes may help in the 
diagnosis of this disease. 

(2) The abdomen .—-This should be fully exposed, 
the head supported well, and if you find that 
the walls are held too rigidly the knees should be 
bent. Common as it is to see that the patient 

I flexes the knees or one knee spontaneously in acute 
| abdominal conditions, this is often noticed to be 
absent, especially when the patient is so poisoned 
by the disease or so dosed with opium as to be 
oblivious of all discomfort. The next important 
observation should be to ascertain the degree of 
abdominal movement, for although it is not an 
j uncommon experience for the peritoneum to be 
[ extensively inflamed or for the coelomic space to 
be filled with pus without the movement of the 
abdominal walls being seriously restricted, the 
opposite generally occurs; maybe only the lower 
I part is restricted or perhaps the whole of the abdo- 
i minal wall is held rigid. It is an easy matter to 
| keep in mind the observation for typhoid spots, but 
1 they should be also looked for on the thighs, legs, 
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arms and back, where they may occur to the exclu¬ 
sion of the abdominal walls. The evidence of the 
existence of lineae albicantes may be of great value, 
but it is well to remember that they are brought 
into existence not only 1 by pregnancy but by 
obesity, ovarian tumours, and may even follow some 
changes in the strength of the subcutaneous tissues 
brought about by an infection such as typhoid 
fever. 

The existence of ill-defined areas of redness 
suggests the use of fomentations for the relief of 
pain; thus the most painful area is indicated 
without the need of causing the patient further pain 
by attempts to find it. This subject of the use 
of external applications gives me the opportunity 
to beg of you to abandon the use of mustard 
or turpentine with hot applications; it is no 
longer necessary to impress people with the need 
of killing one pain by the addition of another, 
especially as it is notorious how sensitive some 
skins are to the effect of these two agents. Not 
long ago an elderly patient was admitted for appen¬ 
dicitis ; a large abscess had formed, but the surgeon 
who was called to see the case with a view to 
operation refused to operate because the whole of 
the skin overlying the abscess was one continuous 
ulcer produced by the application of turpentine in 
the form of a stupe which had been left on too 
long. 

Most acute abdominal cases are found to be 
lying prone with the knees bent up or they find more 
ease by lying on the side. One singular case 
occurred which was one of severe bleeding from an 
ectopic gestation ; the patient obtained the greatest 
relief by assuming the position of an Eastern 
goddess, for she sat up with the knees bent and 
the feet under her. 

The pulse and temperature as well as the respira¬ 
tion should be carefully observed after some 
interval following admission. Hurried respiration 
will lead to the suspicion that there may be 
pneumonia which has been the cause of pain in 
the abdomen and of the intense diarrhoea. The 
hurried respiration in one case led to a careful exa¬ 
mination of the finger-tips; they were clubbed and 
the lungs were found to be extensively involved 
with tuberculosis. Although the patient had a well- 
marked appendix abscess it was deemed inex¬ 
pedient to operate upon it in view of the condition 
of the lungs, and it was allowed to resolve 


1 under medical treatment. In still another case 
the frequent respiration led to the discovery that 
; there was a sub-diaphragmatic pyo pneumothorax, 
| and then the correct diagnosis of a ruptured gastric 
ulcer was made. 

The condition of the pulse is very important. 
§ If the pulse in an acute inflammation of the peri¬ 
toneum is frequent, it often means that if the 
patient is to be saved, say, from general peritonitis 
associated with appendicitis the operation must be 
, performed expeditiously. If it is very frequent 
then operation may be hopeless. I think it is a 
good rule to call the surgeon if the pulse is main¬ 
tained at a rate of 100 or more. 

1 Mistakes have been made in thinking that the 
i pulse in haemorrhage following the rupture of an 
; ectopic gestation is necessarily frequent, but it 
| depends on the time which has elapsed since the 
| rupture. Several cases have been admitted some 
i hours after the escape of a large haemorrhage and 
| the pulse has been found to be normal. 

As regards the temperature it must not be 
j expected that all inflammatory conditions are asso- 
I dated with pyrexia. So severe may be the in¬ 
toxication that it is normal or subnormal, whereas 
I if the patient were not so ill it would have been 
definitely raised. It is not out of place to remind 
; you that the temperature is not always correctly 
! estimated, and it is well in all these cases to insist 
upon a rectal observation. Do not forget that 
acute appendicitis may be ushered in by a rigor. 

I The conformation of the distended abdomen is 
| important. In cases of intestinal obstruction, if 
I the block is placed low down in the intestine there 
will be uniform and marked distension; if there is 
a hernia, say, into the duodenal-jejunal recess the 
distension is limited to the upper part of the 
abdomen. 

Observations for peristalsis are rendered much 
I easier by a preliminary massage of the abdominal 
parietes. It is further of importance to remember 
that the natural peristalsis of the bowel and stomach 
is readily seen when the parietes are very thin or 
| the recti abdominis are separated. A patient once 
appeared who complained of severe abdominal 
, pains of a griping character; they could be pro¬ 
voked by massage of the epigastrium and simul- 
| taneously marked symptoms of tetany also occurred. 

It was subsequently discovered that she had stenosis 
1 of the pylorus. 
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The palpation of the abdomen in cases of acute 
disease is a matter requiring gentleness, aqd it 
is well to ask the patient to discover the most 
tender spot, and then with the hand placed flat on 
the abdomen to discover any mass beneath. 
Special care should be taken to thoroughly inves¬ 
tigate four regions—the epigastrium, the region of 
the gall-bladder, the right iliac fossa and the supra¬ 
pubic region. Not only should deep tenderness 
be investigated, but by means of a piece of wool or 
cotton, areas of superficial hyperesthesia should be 
mapped out; by this means it is possible to more 
accurately fix the seat of the trouble. Once again 
it is necessary to remind you that the tenderness 
produced by peritonitis following perforation of the 
stomach may be most marked or only present in | 
the right iliac fossa, and conversely the peritonitis 
secondary to appendicitis may be most acutely ; 
developed in the epigastrium. To bring into | 
fuller prominence the induration in and about the 
appendix it is useful to ask the patient to flex the 
right hip-joint; by this means the psoas and iliacus 
muscles are contracted and the induration is 
brought forward. The same manoeuvre may 
produce pain and so arouse suspicions of the 
existence of inflammation. The importance of 
making an intra-pelvic examination is obvious, and 
as a result of the specialisation in abdominal 
surgery it is necessary to ask the aid of a gynaeco¬ 
logist if obstruction is due to an ovarian tumour, j 
and of a general surgeon if it is due to a growth of 
the bowel. The sigmoidoscope is capable of 
revealing the existence of a rectal cancer which the 
examining finger is unable to reach. 

I can recall one case of acute intestinal obstruc¬ 
tion which was found to be due to carcinoma of 
the rectum ; this led to the sudden and final occlu¬ 
sion of the bowel; the liver, however, was found to 
be enlarged downwards below the umbilicus. It is 
therefore well to explore the abdomen for enlarge¬ 
ments of organs, which, though not the seat of the 
original disease, lead to the identification of the 
primarily affected organ. 

It is not the occasion to recall the means of 
diagnosing the pregnant uterus nor the distended 
bladder, but mistakes have frequently been made 
from ignorance of these matters when a case of 
acute abdominal disturbance has come under 
observation. 

It is well also to realise that the best example of 


doughy resistance of the abdomen to palpation is 
met with in cases of tuberculous peritonitis; that 
the same disease may cause the development of 
hard, craggy masses, which to the incautious may 
well appear to be masses of malignant disease ; that 
tuberculous peritonitis can cause the same signs of 
obstruction as the commoner obstructive lesions of 
the bowel. 

Percussion of the abdomen is an invaluable 
means of arriving at a correct diagnosis. By 
carefully percussing the flanks it is possible to 
obtain evidence of perforation of the stomach, for 
its contents just after a meal may be sufficiently 
copious as to be able to cause movable dulness 
in the flanks. The mass present in the right 
iliac fossa and dependent upon an appendicitis is 
not always dull, for the gaseous contents of the 
gut may have escaped into the interior of the abscess 
and made it resonant—the so-called “tympa¬ 
nitic abscess.” Of all the uses of percussion in the 
diagnosis of acute abdominal disease, none is so 
important as its application in the determina¬ 
tion of the amount of the liver-dulness present. 
Tympanites alone is able to abolish all the liver- 
dulness of the anterior chest-wall from the heart 
to the right nipple line, but if the dulness is 
abolished as far out as the anterior axillary 
line on the right side, then the greatest pro¬ 
bability is that there is free gas in the abdominal 
cavity. 

(3) The chest .—It is not wise to neglect the 
examination of the chest in acute disease of the 
abdomen, for the abdominal condition may influ¬ 
ence the contents of the thorax. If dry pleurisy is 
found in the chest it does not negative the advisa¬ 
bility of operation in a case of appendicitis, but 
the surgeon should be told of it because the 
pleurisy may be the early stage of the formation of 
an empyema. It is hardly necessary to point out 
that the existence of grave independent disease of 
the thoracic viscera, such as tuberculosis of the 
lungs or of valvular disease of the heart, may be of 
importance in settling whether operation should be 
carried out. In a recent case the house-physician 
observed in a case of the sudden development of 
acute abdominal symptoms in a young woman that 
she was inordinately dyspnceic. This led to his 
careful examination of the chest. The left base 
behind was dull to percussion but so was the right 
base ; it was inferred that this was due to the com- 
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pression of the bases of the lungs from the disten¬ 
sion of the abdomen. The breath-sounds were also 
equally weak at the two bases, and this confirmed 
the opinion, but the quick ear of the resident 
detected the existence of a faint metallic tinkle. 
It was also remembered that the maximum beat 
of the heart was pushed vertically upwards into 
the fourth space. Associating this evidence with 
a history of pain in the epigastrium shortly after 
food, it was surmised that the patient was suffering 
from perforated gastric ulcer and subdiaphragmatic 
pneumothorax—a state of affairs which was estab¬ 
lished at the operation. The account of this dis¬ 
covery reads as if it were a simple matter, and so 
it was, given a carefully taken history and a critical 
examination* of the chest. 

(4) The examination of the urinary function .—It 
would be offering a counsel of perfection to say 
that the urine should be examined in every case 
of acute abdominal disease, but I think I am right 
in saying that few of us would be prepared to 
recommend that an operation should be with¬ 
held from a patient who was suffering from an 
acute abdominal condition merely because he 
was suffering from kidney disease, provided that 
the patient was not in the final stages of that 
malady. 

However, I can remember one case which was 
an example of the association of an acute abdo¬ 
minal condition with renal disease, in which the 
surgeon acted as an effective drag to the eagerness 
of the physician for an operation. The surgeon 
based his objection to operation on the two-fold 
reason, first that the man’s obstructive signs were 
not complete enough to make an operation for 
relief of the obstruction a necessity, and secondly 
the existence of marked albuminuria, indicating 
renal disease as well as blood in the urine and very 
marked pallor, impressed him with the extremely 
unfavourable state of the patient. Operation was 
not performed, and the patient died a few days 
later. Besides renal disease extensive atheroma 
of the aorta was found; a small fragment of a cal¬ 
careous plate had been swung on its hinge-like 
attachment to the aorta over the mouth of the 
superior mesenteric artery, occluding it and leading 
to gangrene of all that part of the bowel supplied 
by the artery. I question very much whether the 
modern treatment of such a condition by resection 
would have prolonged that man’s life. 


I The Conditions which are likely to be 

ADMITTED AS “ ACUTE ABDOMINAL CASES.” 

Having put before you the above points, it 
| remains to enumerate the diseases which are likely 
to come before you as physicians, /. e . excluding 
such cases which are manifestly surgical, e.g. cases 
1 of strangulated external hernia or cases of injury. 

They may be classified in two groups—a group 
of common diseases and a group of rarer ones. 

(1) Common Diseases . 

(a) Peptic ulcer—leaking or perforated. 

(b) Appendicitis. 

(c) Pelvic peritonitis, from salpingitis, etc. 

(d) Ruptured tubal gestation. 

(e) Intussusception. 

(J) Other forms of intestinal obstruction, includ¬ 
ing that produced by tumours outside the bowel— 
e. g. by an ovarian cyst. 

(2) Rarer Diseases causing Acute Abdominal 
Symptoms . 

(a) Tuberculous peritonitis. 

(b) Haemorrhagic peritonitis. 

(c) Thrombosis or embolism of mesenteric 
vessels. 

(d) A twisted ovarian cyst. 

(e) Primary non-perforative peritonitis. 

! (/) Phlegmonous gastritis. 

! (g) Obstruction of internal hernise. 

j (h) Peritonitis spreading from primary disease 
j of the lungs or pleurae. 

(/) Gall-stones and cholecystitis. 

(J) Portal phlebitis. 

This list includes the actual findings in some 270 
cases which have appeared in the casualty room or 
wards of the hospital, and should fairly represent 
the class of case you will meet with when you 
become house-physicians, and also the sort of case 
l you will in practice not only have to diagnose, but 
l also treat. It should, therefore, be of some use 
j to you. 

! November 29th , 1909. 
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MENINGITIS SECONDARY TO 
SPHENOIDAL SINUS DISEASE. 

By E. W. ROUGHTON, B.S.Lond., F.R.C.S., 

Surgeon to the Royal Free Hospital. 


For many years the ear has been well known to be 
an important source of infection of the brain and 
its membranes. 

The writings of Ballance, Barker and MacEwen 
have brought the subject of intra cranial complica¬ 
tions in ear disease prominently before the profes¬ 
sion, and have done much to place the treatment of 
these conditions on a sound basis. Indeed, so 
great has the reputation of the ear as a brain 
infector become, that during the last ten or fifteen 
years there has been a tendency to regard all cases 
of meningitis as “idiopathic” unless they were 
traceable to ear disease. The recognition of the 
nasal chambers as paths of infection of the cranial 
contents is still by no means as wide as it should 
be. The post-mortem records of this large hospital 
show very few cases attributed to nasal infection, 
but this is no doubt due to omission to make a 
routine examination of the nasal sinuses in all 
cerebral cases. 

When the nasal sinuses are regularly and syste¬ 
matically examined post mortem it is surprising how 
frequently pus is found. Thus Kirkland found 
pus in some of the sinuses in eleven out of twenty- 
two persons dead of pneumonia, and the post¬ 
mortem records of Fraenkel and others show sinus 
disease in 30 per cent, of all subjects coming to the 
dead house. 

The sphenoidal sinus is next to the maxillary the 
most frequently diseased, though perhaps the most 
rarely diagnosed during life. 

In 1906 StClair Thomson* published a valuable 
paper, in which he collected records of forty-two 
cases of sphenoidal sinus disease ending fatally by 
intra cranial infection ; at least thirty of these died 
of basic meningitis, and in seventeen cases this 
was the only lesion. Thrombosis of the cavernous 
sinus occurred in seventeen cases. Cerebral 
abscess was conspicuous by its absence. 

The condition of the sphenoidal sinus varies 
greatly. There may be caries, necrosis, or osteo- 

* 'Trans. Med. Soc.,* vol. xxix, 1906. 


myelitis of the body of the sphenoid, but often the 
bone is not obviously diseased. The mucous 
membrane may show degenerative changes in cases 
of old standing, but in recent infections it may 
show no change beyond congestion. The cavity 
always contains a purulent secretion. 

There are three possible routes through which 
infection starting in the sphenoidal sinus may reach 
the interior of the skull: (a) through the diploe of 
the bone, (/>) by the veins, and (c) by the 
lymphatics. 

Infection through the bone may take place with 
or without an actual perforation. The bony wall 
separating the mucous lining of the sinus from the 
dura mater maybe no thicker than a sheet of paper— 
indeed, there may be actual dehiscences placing the 
sheath of the cavernous sfnus and the sphenoidal 
mucosa in close contact. 

Numerous veins pass from the sphenoidal sinus 
to the cavernous sinus, and it is therefore easy to 
understand the frequency with which the latter is 
thrombosed in the class of case now under con¬ 
sideration. On the other hand the occurrence of 
many cases of meningitis without any venous 
thrombosis points to the lymphatic vessels as the 
channels through which the arachnoid has been 
infected. 

The clinical evidence of sphenoidal sinus disease 
may be well marked in some cases, whilst in others 
it may be practically absent. The commonest 
symptom is a purulent discharge which usually 
runs into the naso pharynx. By many patients 
this condition is scarcely recognised as morbid 
unless it occasions an evil smell in the nose, or it 
may be regarded vaguely by patient and doctor as 
“ naso-pharyngeal catarrh.” 

Pain may vary enormously. It may be entirely 
absent; it may be referred to any part of the head ; 
it is often described as earache. The most 
characteristic pain is deep-seated behind the eyes. 
Pain is often intermittent and is most marked 
when the nasal discharge is scantiest. It may be 
extremely severe, depriving the patient of sleep for 
long periods; it may be attended with well-marked 
vertigo. 

In chronic cases an examination of the nose 
will show pus high up and far back between the 
middle turbinate and septum, and with the help of 
a post-nasal mirror it may be seen trickling down 
the lateral and posterior walls of the naso-pharynx. 
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After removal of the middle turbinate (or sometimes 
after displacing it with a Killian’s long speculum) 
pus may be seen pulsating at the orifice of the 
sinus. A skiagram taken with a metal probe 
introduced through the suspected orifice is often of 
great value in determining that the suspected 
cavity is really the sphenoidal sinus. 

The symptoms indicating the onset of intra¬ 
cranial infection differ according to the nature of 
the intra-cranial lesion. 

When the cavernous sinus is thrombosed the 
symptoms are very similar to those of lateral sinus 
disease, viz. pyaemic temperature, rigors and pain 
referred to the side of the head, but within a week 
or ten days from the onset the nature of the case 
is suggested by the occurrence of proptosis, 
chemosis, and optic neuritis in one or both eyes. 

The symptoms of meningeal infection do not 
differ from those of basal meningitis due to other 
causes; the sphenoidal origin of such cases is 
almost sure to be missed unless direct evidence of 
sphenoidal sinus disease is looked for and dis¬ 
covered. The pain is often referred to the ear, 
thus confusing the diagnosis, especially if an otor- 
rhoea should happen to co-exist. 

The prognosis in cases where intra cranial infec¬ 
tion has occurred seems to be as bad as can be, 
for there does not appear to be any record of such 
a case having recovered. It is therefore all the 
more important that a suppurating sphenoidal 
sinus should be opened and drained before it has 
infected the cranial cavity. 

The treatment of these cases is extremely unsatis¬ 
factory; it is just possible that someone may yet 
have the satisfaction of saving a case by freely 
opening the sinus at the very onset of meningeal 
symptoms. Other measures, such as repeated 
lumbar puncture, injection of sera, etc., may be 
tried, but they do not offer much prospect of 
success. 

The following case recently under my care 
illustrates very well the extreme difficulties which 
may have to be contended with in diagnosis and 
treatment. 

Alfred C—, aet. 9 years, felt ill on June 15th ; 
his voice was rather husky, but he did not complain 
of anything in particular. On Jfune 19th he 
complained of earache and became deaf on the 
left side. On June 21st he had severe earache all 
day, and in the evening a plug of wax came away and 


the ear discharged pus; this relieved the*earache 
for a time. Next day, however, the pain returned 
and kept him awake all night. On June 23rd he 
was brought to my throat and ear department still 
complaining of earache although the discharge 
from the ear was profuse. He looked very ill and 
his temperature was 104° F. I felt sure that he 
was suffering from some intracranial trouble in 
connection with his otitis media, and admitted him 
at once as an in-patient. I saw him again after he 
had been in bed an hour or so and found him 
very drowsy ; sometimes he was flushed and some¬ 
times pale ; he was not complaining of pain and 
was not fretful or restless. On examining the 
ear nothing more than a profuse purulent discharge 
could be seen; there was no swelling, redness, or 
tenderness over the mastoid. It is to be regretted 
that no examination of the nose was made ; there 
was nothing whatever to suggest that there was 
anything wrong in the nasal chambers. Routine 
examination of the chest and abdomen revealed 
nothing bearing on the case. On June 24th he 
was restless and complaining of frontal headache. 
On June 25th he was decidedly worse, having 
been delirious during the night and crying out at 
intervals. There was marked head-retraction and 
occasional ^twitchings in the left arm and leg. 
C ^' VyX^ar, but veins full. Temperature had 
up, Varying from 102° F. to 104° F. It was 
fairly clear that the boy had basal meningitis, but 
as some of my colleagues thought he might 
have a localised collection of pus in connection 
with the ear I decided to explore. I found the 
mastoid antrum full of pus, but its walls were intact. 
The dura mater of the middle fossa was normal, 
and puncture of the temporo-sphenoidal lobe 
yielded no result. In brief the exploration was 
entirely negative. 

Lumbar puncture was then performed; about 
3 c.c. of slightly turbid fluid escaped ; the pressure 
was not great. Microscopically the fluid contained 
many pus-cells and blood-corpuscles. No definite 
growth was obtained on culture media. 

On June 27th general convulsions lasting one and 
a half hours occurred, followed rapidly by coma and 
death. 

Post-mortem .—Vertex of brain normal, but at the 
central portion of the base there was a deposit of 
purulent lymph extending from the optic chiasma 
to the pons. There was no abscess in the brain. 
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Tlie left temporal bone showed only those 
changes discovered at the operation; the dura 
mater over the petrous portion was normal except 
at the extreme apex, where it was thickened and 
inflamed. At this spot there was a small collection 
of pyo-lymph between the bone and the dura mater 
extending forward by the side of the left cavernous 
sinus and around the sella turcica to the opposite 
side. This purulent focus had no connection 
whatever with the ear. 

On removing the left petrous bone and the body 
of the sphenoid the sphenoidal sinuses were found 
to be well developed and symmetrical. On the 
right side the mucous membrane of the sinus was 
slightly thickened and congested, but otherwise 
normal; the ostium was patent. On the left side 
the opening in the mucous membrane could not be 
found even after removing the anterior wall of the 
sinus. Whilst searching for the opening the mucous 
membrane was lacerated and two or three drops of 
thick muco-pus escaped. On removing the mucous 
lining of the left sinus a small vein could be 
traced running through the abscess cavity into the 
cavernous sinus. The latter was not thrombosed ; 
it is therefore probable that the infection spread 
around this vein rather than through its lumen. 
The infecting organism was the pneumococcus. 

November 29 th, 1909. 

We have received from Mr. Edward Arnold a copy 
of a Text-book of Medical Treatment (alpha¬ 
betically arranged) by William Caldwell, M.D., 
Physician to the Royal Victoria Hospital, Belfast, 
and University Clinical Lecturer on Medicine at 
Queen’s University, Belfast. The author states 
that the work is the result of twenty years’ expe¬ 
rience in teaching the principles as well as the 
application of modern therapeutical knowledge. 
The following extract taken from Dr. Caldwell’s 
teaching under the heading of “Apoplexy” is a 
good example of the practical nature of this book : 

“ If a patient is suffering from cirrhotic kidney, 
the possibility of a cerebral haemorrhage should 
always be present in the mind of the medical 
attendant; as a counsel of perfection, it might be 
urged that every one as he comes to forty years of 
age should have his arteries and heart examined to 
ascertain the presence or absence of any thickening 
in the one or of hypertrophy in the other : the 
thick-neck type of man is probably not more than 


usually subject; on the contrary, it seems quite as 
frequent in the thin neurasthenic. Previous dete¬ 
rioration of the arterial walls by alcohol, strain, 
unsuitable food, perhaps excessive tea drinking, 
possibly a congenital deficiency of vital rubber in 
the tubing, as Osier puts it, and, perhaps, most 
common of all, a strong heart enabling a man of 
sixty to work as he did at forty-five, form the cause 
of 90 per cent, of cases. Consequently when a 
man reaches forty, he should begin to consider 
the necessity of reducing the strain on his arteries 
and to lessen the amount of proteid food. If 
there be any high arterial pressure, or premonitory 
symptoms such as dizziness, headaches, sudden 
temporary weakness on one side, or numbness, 
work should be immediately given up and rest 
definitely urged. Perhaps a few days in bed, 
perhaps a month’s quiet holiday, with free action 
of the bowels, preferably by blue pill .at night and 
salines in the morning, and a very restricted diet, 
in which all flesh meat, rich dishes, and strong 
soups are to be rigidly excluded, will stay the 
danger. The patient will feel low and depressed, 
but this feeling is much safer than that of high 
spirits marking high blood-pressure. In those with 
habitually high pressure, work should not be 
strenuous; and holidays and rest should be fre¬ 
quent, the diet light and vegetarian in character, 
and the action of the bowels kept free. Much 
should be sacrificed, as few men are worth any¬ 
thing after their first stroke. 

“If a patient has been seized with a threatening 
of haemorrhage, as evidenced by the sudden onset 
of some of the symptoms already mentioned, he 
should be treated for the next day or so as if a 
stroke had undoubtedly taken place; sometimes 
such an attack is but a preliminary to a real burst. 
It is necessary to rest in bed for a few days ; the 
bowels should be freely opened with a mercurial 
purge, followed in the morning by a saline; the 
diet is to be farinaceous and chiefly milk, and is 
on no account to be large in quantity. These 
measures, with perfect quietness, and a mixture 
containing gr. v to x of iodide of potash in the 
dose, thrice daily, will prove satisfactory to every 
one except the patient, who feels the absence of the 
sensation of btifi etre , of high pressure, and imagines 
he should be fed up and have sustaining soups, 
concentrated beef essences, small brandies and 
sodas, and such like. No one meal is to be large, 
and the quantity of fluid is to be distributed evenly 
over the twenty-four hours ; salicylate of soda is a 
useful and good drug; it lowers the blood-pressure 
and expedites the removal of uric acid. Such a 
patient should take a prolonged holiday for at least 
a month, and in future make up his mind that hard 
work, mental or physical, is removed from his 
sphere. Gout, arterial sclerosis, and any predis¬ 
posing affection should receive the necessary 
treatment.” 
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A CLINICAL LECTURE. 

Delivered at Charing Cross Hospital. 

By F. C. WALLIS, F.R.C.S., 
Surgeon to the Hospital. 


As this is the first lecture given under the new 
scheme of lessening the number of stereotyped 
lectures and giving as much clinical instruction as 
possible, I want you to make careful notes on the 
main points of each case, which points I shall do my 
best to emphasise and make clear, and to add to in 
future cases. 

Case i. —The first case is one of gangrene in a 
woman, aet. 65 years. Gangrene in your text-books 
is classified under different headings, and these you 
will no doubt at some time commit to memory. 
This case does not come accurately under any 
particular heading, but may be considered as a 
mixed type and one which is not uncommon. 

The patient first noticed pain in her great toe 
some weeks ago. This pain continued, and even¬ 
tually she arrived at the hospital in her present 
condition. 

You will see that a portion of the great toe has 
come away and that the surrounding tissues are 
still gangrenous; further, that the fourth toe is also 
in a condition of gangrene, which is spreading under 
the skin towards the plantar surface of the foot. 
The whole foot and lower leg when compared to 
the opposite side show a marked difference in the 
colour of the skin, that on the affected side being 
dusky and greyish in appearance. There is slight 
oedema of the foot and leg, and when pressure is 
made on the skin it will be seen that the capillary 
circulation returns tardily. As to the patient's 
general condition her arteries are markedly tortuous 
and hard, much more so than should be the case 
in a healthy woman of sixty-five. She is distinctly 
anaemic. The condition of her gums showed 
marked pyorrhoea alveolaris when she entered the 
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hospital, and judging from the state of her mouth 
this condition has been one of long standing, and 
would contribute to her anaemia as well as to a 
general septic condition. 

Treatment .—The treatment in this case consists 
of endeavouring to check the progress of the 
gangrene by keeping the wound as dry and clean as 
possible, and to effect this purpose it is first cleaned 
with peroxide of hydrogen and afterwards dressed 
with dry iodoform gauze. This is one of the few 
conditions in which I think it is permissible to use 
iodoform. The foot and leg are well wrapped up 
in cotton-wool that the local circulation may be 
maintained as far as possible. The anaemia is being 
treated with appropriate drugs and nourishing 
food, and the condition of pyorrhoea and general 
sepsis which is no doubt present is being treated 
by local applications to the mouth and the giving of 
intestinal antiseptics. 

If the general condition improves sufficiently to 
limit the spread of the gangrene the woman may 
get off with the loss of the portions of the toes 
affected. 

If in spite of all our efforts the gangrene proceeds, 
it will be necessary to amputate the limb in the 
lower third of the thigh. This gangrene was started 
by some undue pressure or some slight traumatism, 
and the atheromatous state of the vessels associated 
with the anaemia, and, further, the infected state of 
the blood, are the factors by which the state of 
gangrene is produced. 

Case 2.—The next case is that of a woman, aet. 
45 years, who is sent up to me because of a 
swelling in the breast. You will notice that the 
upper and inner quadrant of the right breast is 
fuller than the breast on the opposite side, also the 
veins over it are more pronounced. If the whole 
thickness of the breast is taken up between the 
finger and the thumb the patient complains of its 
being painful on gentle pressure, and it is obviously 
enlarged and somewhat hard. If, now, the fingers 
are gradually moved across the breast-tissue, still 
holding it between finger and thumb, it will be 
found that as one gets further and further away 
from this part of the breast that the mammary tissue 
gradually becomes normal to the touch. This 
shows that the breast is thickened and probably 
chronically inflamed in the upper and inner 
quadrant. When the hand is laid flat on the breast 
none of this large swelling can be felt, but in the 


centre of the affected region there is a small hard 
nodule in the breast-tissue itself which is not 
adherent to the skin but is quite definite from the 
rest of the breast. 

The diagnosis of this case lies between a simple 
chronic mastitis and commencing scirrhus asso¬ 
ciated with chronic mastitis. It is a diagnosis 
which must be made with the greatest care, as in 
women about this age such breast tumours may 
have existed for some time as chronically inflamed 
breasts or portions of breasts and then may become 
malignant. Of this I have had two or three 
notable instances during the last year or so. 
Unless these swellings disappear rapidly when the 
breast is treated with belladonna and kept at rest, 
the following operative plan should be carried out: 

The breast and surrounding parts are prepared 
for operation. A portion of the hard nodule is 
excised and immediately handed to the surgical 
registrar, who has everything ready for freezing, 
cutting, staining, and mounting a microscopic 
section of the tissue removed, and we can definitely 
pronounce as to its nature within six minutes from 
the time of the removal of the tissues, and on this 
verdict the question of further operation, namely, 
removing the whole breast, etc., will depend. 

Supposing the case should turn out to be one of 
chronic mastitis it is in my opinion better to remove 
freely the chronically inflamed portion of the breast, 
which, if left, remains a constant menace of 
malignancy. 

The recognition of the possibilities of these cases 
of chronic mastitis is of great importance. 

When once a case comes under observation it 
should never be lost sight of until the inflammatory 
condition has entirely gone. Some cases have 
disappeared after the application of X rays, and it 
would always be worth trying this before removing 
a chronically inflamed mass—only it must be borne 
in mind that if any thickened inflammatory material 
is left it is a source of danger. 

[Since this lecture was given this case has been 
operated on as suggested and the section showed a 
definite scirrhus, and a complete excision of the 
breast and axillary tissues was made.] 

Case 3.—The next patient is a man, aet. 53 
years, who comes complaining of diarrhoea which 
he has had for over twelve months. Now before I 
go any further in this case I want you all to take 
this statement to heart, never 1 6 forget it and 
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always to act on it, namely : that when a patient 
about this age, but otherwise healthy, consults you 
as to a persistent diarrhoea, you must never be 
satisfied to treat the symptom , but must not rest 
until the cause is discovered. 

A common cause under such circumstances 
as these is a malignant growth of the bowel, and | 
such is the case in the present instance. When 
examined per rectum the finger can with difficulty j 
feel a hard lump situated at a common place for 
these growths, viz. just too much above the reach 
of the finger to be felt properly by rectal examina¬ 
tion and too deep in the pelvis to be felt in the 
abdomen. 

The fact that this man has had symptoms for 
twelve months shows that the growth is a slow one 
and probably commenced nearly two years ago. 
Having regard to a somewhat extensive experience 
in these cases I have no hesitation in saying that 
this man has an annular growth of adeno-carcinoma, 
which, surrounding the bowel, has gradually almost 
occluded the lumen of the bowel. Consequently 
the bowel cannot empty itself, intestinal contents 
accumulate, fermentation occurs and diarrhoea 
follows. 

This is the typical history in these conditions of 
malignant disease of the rectum; the othersymptoms I 
are loss of weight and occasional passing of blood. 

When the growth is situated nearer the anal part 
of the bowel the patients not infrequently complain 
of pain, tenesmus, and a general feeling of weight 
in the bowel drawing their attention to the con¬ 
dition of affairs mugh earlier than when the growth 
lies higher up, when unfortunately the symptom 
of pain is more often than not conspicuously 
absent. 

A further clinical feature in this man’s case is 
that he also has pyorrhoea alveolaris. 

When possible it is as well to postpone any 
operation for the removal or alleviation of this 
trouble until the pyorrhoea has been treated and 
cured. In addition to this an intestinal antiseptic 
should be given for some days. 

As to whether this growth can be removed it is 
not possible to say until the patient has been 
examined under an anaesthetic, and it may be 
necessary if that examination is not satisfactory to 
open the abdomen in the mid-line and definitely 
see and feel what the condition of the growth is. 

As a rule the higher the growth is and the more 


free the bowel from surrounding structures the 
better the prognosis as to thorough removal. 
When the growth can be reached with the finger 
and its limitations can be made out, if it is freely 
movable, or, indeed, if it is not fixed to the 
surrounding tissues, the growth may be regarded as 
one which should be removed. 

The one consideration to be borne in mind is 
that if the growth involves the anterior part of the 
bowel the mobility may be deceptive with regard 
to its being fixed, as the bladder, being empty and 
flaccid, will move freely with the growth and thus 
suggest that it is not fixed. 

Much has been written as to the best method of 
operating on these growths, and many elaborate 
and difficult plans have been devised and described. 
There is no doubt that the removal of a rectal 
growth which involves opening the peritoneum 
may be one of the most difficult, if not the most 
difficult, operation in surgery. 

In my own experience the operation which yields 
the best results with the least amount of discomfort 
to the patient is the ano-sacral or ano coccygeal 
method, which aims at removing the growth and 
all the bowel and mucous membrane below it, 
bringing the healthy bowel above the growth down 
I to the sphincter, to which it is attached by sutures. 

The great point in this operation is that the 
sphincters are not divided as they are in a posterior 
proctotomy. And there is no possibility of a faecal 
fistula occurring; also if there is any contraction it 
will be at the anal opening, where it can be easily 
overcome. 

Case 4.— The next case is one of a young man, 
aet. 21 years, who is a marker in a racket court and a 
healthy athlete. In March last he fell in the court 
and struck the internal condyle of his left humerus. 
He did not pay any particular attention to this and 
he had no pain after the first few minutes. He 
woke up on the night of the accident suffering from 
intense pain in his joint and the arm had swollen 
considerably. 

When I saw him a fortnight later the whole arm 
was swelled up and cedematous and any movement 
of the elbow-joint was exceedingly painful. He 
became an in-patient, and the arm was kept for many 
hours in a bath and afterwards elevated as much as 
was possible without causing pain, and gentle 
massage was used for the swelling. After a fortnight, 
as the joint did not improve it was opened. There 
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was little or no fluid in it, but it was noticed that 
the articular cartilage was extremely congested. A 
swabbing was taken from the joint, but neither this 
nor an examination of the blood showed any 
micro organism. The joint healed well and the 
patient went out and was ordered massage and ; 
passive movements. The swelling by this time j 
had diminished considerably but there was still a ] 
lot of pain when the joint was moved, so much so 
that it was impossible for the masseur to carry out 
the passive movements. The patient was put 
under an anaesthetic some weeks later and the arm 
was flexed right up and extended almost completely. 
In the event, as you see, this was of no avail, and 
the elbow-joint now is ankylosed at an obtuse 
angle. The X-ray photograph shows complete 
destruction of the joint and the formation of new 
bone all around it. 

The diagnosis in this case is one of extreme 
interest; it was certainly no ordinary traumatism 
which produced such a result. There must have 
been some infective micro-organism to account for 
it. The patient is personally known to me and his 
general health has always been excellent. 

I have taught for some years and frequently 
demonstrated that acute monarticular conditions, 
such as synovitis, so-called rheumatism and other 
acutely painful joint affections occurring in an 
otherwise healthy young adult are nearly always due 
to the gonococcus. There was no history of this 
to be obtained from the patient, and as I have 
already said no micro-organisms could be discovered 
either in the joint or in the blood, but in spite of 
this negative state of affairs, when I remember the 
acute onset proceeding from such a slight injury, 
the long and painful period during which the joint 
was affected knd the ultimate result, I am inclined 
to back my opinion again in this case. 

Treatment '.—This ‘joint is fixed at a slightly 
obtuse angle, which means that the arm is useful for 
anything below the belt but nothing above, and 
this on the whole is, I think, the best position for a 
fixed elbow-joint to be in. 

The question is whether he shall remain as he 
is or whether he shall have the joint excised. 

If we can ensure that the result of the excision 
will not leave him with a flail joint, he will have 
more use of his arm after excision. If this is 
decided on it should be done fairly soon, that the 
muscles may not atrophy more than they have at 
present. 

Looking at the matter all round I advise an 
excision. 

December 6th , 1909. 


SOME CONSIDERATIONS ON THE 
SUBJECT OF MEDIASTINAL 
TUMOURS. 

A Lecture delivered at the Hospital for Consumption and 
Diseases of the Chest, Brompton. 

By W. CECIL BOSANQUET, M.A., M.D.Oxon., 
F.R.C.P., 

Assistant Physician to the Hospital and to the 
Charing Cross Hospital. 


Mediastinal tumours in the strict sense of the 
words, that is to say, excluding aneurysms and 
inflammatory enlargements of glands, which are 
sometimes included under the heading as consti¬ 
tuting abnormal swellings within the thorax, are 
among the rarer diseases of the chest, and I am 
therefore obliged to treat the subject in the form of 
a lecture rather than a demonstration of cases, as 
we have not at present in the hospital patients 
suffering from this form of disease. The tumours 
of which I wish to speak may be classified as 
simple and malignant new growths, and the dermoid 
and epidermoid cysts which in rare instances occur 
in the mediastinum. The malignant growths may 
be primary, or secondary to a focus of disease else¬ 
where. In many cases it is impossible to distinguish 
clinically between growths arising in one of the 
lungs or in the pleura and those which take origin 
in the mediastium. 

With regard to the causation of new growths in 
the mediastium we are as ignorant as of that of 
tumours arising in other parts of the body. Recent 
research has led so far to little advance in positive 
knowledge, though it has tended to render less 
probable, if not to disprove, the view that tumours 
were due to an infective micro-organism. The 
cells of a malignant growth appear themselves to 
act as parasites and to grow at the expense of the 
whole organism, but their multiplication does not 
seem to be induced by any external infective agent. 
Occasionally in cases of mediastinal tumours there 
is a history of some past injury , which seems to 
have formed the starting-point of the disease; but 
this is the exception rather than the rule. 

Injury is, however, definitely recognised as 
accountable for the onset of a certain proportion 
of all tumours, especially of sarcomas, which are 
the most common variety in the mediastinum. 
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The other great cause or condition precedent of 
malignant disease, chronic irritation , # is difficult to 
trace in these cases, but in some of them there is 
a history of syphilis, which may set up an inflam¬ 
matory process in the mediastinal glands. The 
origin of the dermoid and epidermoid cysts is to 
be traced to congenital rudiments which have gone 
astray. It is not at all unlikely that, in accordance 
with Cohnheim’s theory, other new growths may 
have a similar origin. The hypernephromas or 
tumours of the kidney originating in groups of 
supra renal cells accidentally included in the organ 
are a clear instance of this possibility elsewhere. 

Origin and structure .—The structures in the 
mediastinum which may give rise to new growth 
are mainly the lymphatic glands and the thymus. 
The fatty tissue has been supposed to give origin 
to a particular form of sarcoma, which takes a 
shape conforming to that of the adipose masses. 
The connective tissues may also give rise to simple 
fibromas and lipomas, and chondromas may grow 
from the back of the sternum and from the rib- 
cartilages. Secondary growths occur chiefly in the 
lymphatic glands of the mediastinum, and may 
infect these from almost any primary focus. Direct 
extension may occur from oesophageal cancers and 
sometimes from tumours of the breast. 

Tumours arising from the lymphatic glands 
naturally resemble these in structure. The com¬ 
monest of all mediastinal tumours are thus the 
lympho-sarcomas, which consist of small round cells 
lying in a fine reticulum of connective tissue. 
They are, as a rule, very malignant, growing very 
rapidly and spreading quickly from gland to gland. 
In this way they may in a short time form masses of 
large bulk, filling up much of the space within the 
bony thorax and giving rise to metastatic deposits 
in distant parts of the body. The growth itself is 
usually soft and vascular; but varieties are seen in 
which there is more connective tissue and the 
tumour may be tough and resistant. A curious 
form of sarcoma which may arise within the thorax, 
probably from the thymus, is that which undergoes 
amyloid degeneration—a rare change except in 
bacterial infection. 

It is unfortunate that the pathology of the lym- 

* I was reminded by one of my audience of the fre¬ 
quency of mediastinal tumours among workers in cobalt 
mines—an instance, apparently, of the dependence of the 
disease on physical and chemical irritation combined. 


phatic glands is in a very unsatisfactory state, as 
enlargements of these bodies may occur in many 
different conditions, and the limits of the different 
groups are not clearly laid down. Thus the 
glandular enlargement of Hodgkin’s disease (lym- 
phadenoma, or “ pseudo-leukaemia ” as the Germans 
call it) is not well understood. It may be a form 
of new growth, or an infective disease due to some 
undiscovered parasite. The histology of the 
malady is now fairly well ascertained, and it is no 
longer regarded, as it was by some writers quite 
recently, as a form of tubercular adenitis. A 
simple form of growth originating in the lymphatic 
glands and termed “lymphoma” has also been 
described, but its position is still doubtful, and 
we read of cases termed “malignant lymphoma” 
and “malignant granuloma,” of which the same 
may be said. Enlargements of glands in syphilis, 
tuberculosis, and leukaemia may also cause sym¬ 
ptoms of intra-thoracic pressure, but none of these 
can properly be classed as a new growth. The 
relationship of leukaemia, however, to the group 
of true tumours constitutes an interesting question, 
in view of the curious disease chloroma or green 
sarcoma, which seems to have points of contact 
with both sarcoma and leukaemia. 

The thymus gland as an origin for new growths 
presents special interest, owing to the peculiar 
structure of this body. It appears to be formed by 
an original system of branching epithelial tubules 
which become surrounded by a mass of small 
round cells, apparently mesoblastic and of the 
nature of leucocytes. It has thus a double origin, 
and should be capable of giving rise to tumours 
belonging to both the great malignant groups— 
the cancers and the sarcomas. Such, indeed, appears 
to be the case, but the latter are much the 
commoner thymic new growths, corresponding as 
they do to the great bulk of the organ. It is not 
possible to distinguish in all cases the actual focus 
of origin of mediastinal growths, which rapidly 
spread in all directions. It is usually held that 
growths originating in the thymus have a tendency 
to spread somewhat superficially—in front of the 
pericardium, for example—and also that they show 
microscopically the presence of concentric bodies, 
corresponding with the special formation found in 
the thymus and called a HassalFs corpuscles.” It 
is doubtful, however, if the absence of these bodies 
I can be held to negative an origin in the thymus. 
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The fact that the great majority of mediastinal 
tumours start in the anterior mediastinum, while 
there are lymphatic glands in both equally, is also 
urged as an argument in favour of a frequent origin 
in the thymus. 

Periosteal growths, starting from the back of the 
sternum and ribs, are not common ; they may take 
the forms of round and spindle-celled sarcomas as 
well as simple tumours. The growths known as 
endotheliomas are rarely found in the mediastinum. 
They may start in the pleural membrane or per¬ 
haps in the lung, and are thus practically secondary. 
Mixed tumours, resembling parotid tumours, may 
also occur: these are supposed often to be endo¬ 
thelial in origin. They may contain cartilage 
besides fibrous and glandular tissue. 

Anatomically the commonest growths, the 
lympho-sarcomas, are soft, infiltrating tumours, 
filling up the spaces between the organs in the 
chest and comparatively seldom forcing their way 
into the substance of these structures, as do, for 
example, the epitheliomas that start in the oeso¬ 
phagus. They are pinkish in colour and may 
contain large blood-vessels. They readily break 
down under pressure of the finger. The infiltra¬ 
ting cancers are very similar in general characters. 
On the other hand, we meet occasionally with well- 
defined, firm, rounded growths of the nature of 
fibro-sarcoma. 

Dermoid tumours or teratomas are also strictly 
defined growths, but they tend to excite a vigorous 
inflammatory reaction around themselves and thus 
produce a considerable matting together and con¬ 
solidation of surrounding parts. It is therefore 
seldom possible to remove them surgically. They 
are often multilocular. The growths which are 
more properly called “ epidermoid ” consist of cysts 
lined with some form of epidermis and filled only 
with sebaceous matter and detritus of cells. The 
true dermoids, on the other hand, contain a variety 
of different elements, such as hair, bone, cartilage, 
teeth, fibrous and glandular tissue, and even neu¬ 
roglia and ganglion-cells, more or less embedded 
in pultaceous material. They may lie anywhere in 
the mediastinum or even in the lung-substance. 
The commonest place appears, however, to be high 
up in the anterior mediastinum. 

Dermoid tumours are among the rarest of thor¬ 
acic diseases: only about sixty cases appear to 
have been so far recorded. As, however, it is 


possible for them to remain latent throughout life, 
they may be more frequent than this would indicate. 
Since the introduction of X rays as a common 
means of diagnosis one meets with cases, from time 
to time, which exhibit curious localised patches of 
shadow on the fluorescent screen, and it may be 
that some of these are due to dermoid growths. 
I remember well the case of a young man at Char¬ 
ing Cross Hospital who was submitted to the X 
rays for some indefinite pain in the chest and in 
whom a shadow of a definite shape was discovered 
in the centre of the left lung. He suffered from 
no further symptoms and left the hospital in statu 
quo ante . I have wondered whether he was an 
instance of this condition. 

Both sexes suffer equally from dermoids. Malig¬ 
nant growths are commoner in males than females, 
so far as I can gather from recent literature, though 
I have personally seen more instances in women. 
Dermoid cysts most often give rise to symptoms in 
the second stage of life (twenty to thirty). 

Clinical features .—Some writers endeavour to 
draw a distinction between the phenomena in cases 
of tumours originating in the anterior and posterior 
mediastinum respectively, comparing the groups 
of symptoms resulting with those found in cases of 
aneurysm of the ascending arch and of the trans¬ 
verse arch of the aorta respectively. This division 
does not seem of much value, as the commonest 
variety of growth, lympho-sarcoma, quickly spreads 
throughout the cavity of the thorax and invades 
the glands in both mediastinums. 

The principal symptoms characteristic of intra- 
thoracic growths are the results of the pressure 
exerted within the rigid cavity of the thorax upon 
the structures lying within it—veins, arteries, 
nerves, trachea and bronchi, oesophagus, thoracic 
duct, lungs and heart. 

The commonest complaint made by these patients 
is that of shortness of breath— dyspticea. This 
may be due to direct pressure on the trachea or 
bronchi, or on the substance of the lung, or to the 
existence of a pleural effusion, or to paralysis of 
the laryngeal muscles. The trachea is not very 
often compressed, but it may be seriously dislo¬ 
cated by growths. It has even been possible to 
pass a metal tube into the trachea during life and 
to demonstrate the alteration in the shape of the 
passage by the shadow thrown on the fluorescent 
screen. Sometimes the dyspnoea is cardiac in 
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origin and arises from compression of the auricles 
or from pericarditis caused by penetration of the 
growth into this sac. In other instances the 
dyspnoea is spasmodic in type and apparently due 
to irritation of bronchial nerves. As the case 
progresses the shortness of breath may become 
very distressing, and death may take place by a 
process of slow suffocation. 

Affection of the larynx may be the first sign of 
the disease, as in one recorded case in which it 
took the form of a bilateral adductor paralysis. 
The voice may become altered as in cases of 
aneurysm, becoming husky or stridulous. A voice 
which “ breaks ” (voix bitonale) is noted in the 
case of tumours arising from the thymus gland. 
Dysphagia is not a very common symptom, apart 
from disease originating in the oesophagus, but is 
noted occasionally quite early in the case. 

The pulse is not usually much affected, but a 
persistent tachycardia has been observed, due 
apparently to implication of cardiac nerves. In¬ 
equality of the pulses, such as is encountered in 
cases of aneurysm, is not a symptom often seen in 
cases of mediastinal tumour. On the other hand, 
if the arteries escape, the veins within the thorax 
are very often pressed upon, with resulting oedema 
of their area of drainage. The head and neck are 
perhaps most often affected, being deeply cyanosed 
as well as swollen. One of the arms may also be 
swollen owing to pressure on the corresponding 
subclavian or innominate vein. (Edema of the 
feet is generally due to cardiac failure and appears 
quite late in the course of the disease. 

Pain is usually present at some stage of the 
malady, and may be the first warning of illness. 
It is most often referred to the depth of the chest, 
and may be central or radiate to right or left. It 
is usually of a dull, heavy, aching character, but may 
be stabbing and very acute. It is not infrequently 
referred to the root of the neck or the shoulders. 
A feeling of formication has also been met with. 
In rare instances the growth has invaded the 
vertebral canal and caused pressure on the spinal 
cord, with resulting paralysis of the legs, but this is 
much less likely to occur with sarcomas than with the 
secondary cancers which arise in connection with 
the oesophagus or elsewhere. 

Cough in these cases is often troublesome. It is 
usually spasmodic in type, and the patient may 
complain of a sensation as of something which he 


cannot get up. The cough may lead to serious 
exhaustion. The sputum brought up is generally 
scanty, and haemoptysis is quite rare in these cases, 
whereas in cancer of the lung, primary or secondary, 
blood is usually expectorated. In a peculiar case 
which came under my notice some years ago— 
that of a girl, aet. 21 years, who was admitted to 
Charing Cross Hospital under the care of Dr. 
Green—the expectoration was profuse, and consisted 
of an opaque white liquid resembling milk and 
i almost free from mucus or recognisable particles of 
any kind. It was examined in vain for tubercle 
bacilli. The physical signs were complete dulness 
at the right apex before and behind. After death 
there was found a rounded, well-circumscribed 
tumour, occupying the position of the upper lobe 
of the right lung, and microscopical examination 
showed it to be a fibro-sarcoma. In this case there 
was coincident tuberculosis of the lungs.; and this 
complication is not very infrequently met with in 
cases of mediastinal tumour, as it may be in 
connection with aortic aneurysms. 

Actual bulging of the chest wall is not very 
common in cases of mediastinal new growths, 
which occur most frequently in adults in whom the 
ribs are firm. The growth may force its way 
through an intercostal space and thus form a visible 
tumour, and this may even pulsate to some extent 
in the case of a very vascular tumour. The tumour 
may also present in the neck, and here a pulsa¬ 
tion communicated from the great arteries may be 
palpable. Masses at the root of the neck and just 
above the clavicles are usually enlarged glands. 
These are a very common feature of these tumours 
and are of considerable use in diagnosis. The 
axillary and other lymphatic glands may also be 
enlarged, but any very widely spread glandular 
involvement must give rise to a suspicion of Hodg¬ 
kin’s disease or of acute lymphatic leukaemia. The 
dividing line, however, between acute Hodgkin’s 
disease and lympho-sarcoma is very narrow, if 
indeed the two conditions are not identical. 

(Edema has already been mentioned as usually 
present in these cases.* Cyanosis of the head and 
neck is very commonly observed along with it, and 
dilated veins make their appearance on the front of 
the chest. These are due to obstruction of some 
of the large intra-thoracic veins—innominate or 
vena cava superior—owing to which a collateral 
| circulation has to be developed in order to facilitate 
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the return of blood from the head or upper ex¬ 
tremities to the right side of the heart. The 
necessary increase in the size of the veins seems to 
take place without difficulty whenever any such a 
demand for wider channels arises. The veins 
visible on the surface of the body are only a small 
part of the whole number which become enlarged 
and which together make up for the trunk which is 
occluded. By emptying the varicosities on the 
wall of the chest and then allowing the blood to 
run back again into the emptied portion, it is 
possible to demonstrate that the current of blood 
is running from above downwards, not in the reverse 
direction as would occur if the block were situated 
in the inferior vena cava. 

Alterations of one or other pupil are common in 
these cases, owing to disturbance of the sym¬ 
pathetic chain. Irritation of this system leads to 
dilatation of the pupil, destruction of it to myosis, 
and sometimes also to narrowing of the palpebral 
aperture. The right pupil is as often affected as 
the left, in contra-distinction to cases of aneurysm 
of the aorta, in which only the left pupil suffers. 

One of the commonest and most characteristic 
phenomena of mediastinal tumours is the occur¬ 
rence of effusion into one or other pleural cavity . 
This may be due, on the one hand, to implication 
of the pleura itself with resulting inflammatory 
effusion, or, on the other, to collapse of part of one 
lung, owing to pressure upon its root, and the out¬ 
pouring of a mere passive transudate to occupy the 
space that is left. In the former case the fluid 
may be either of the usual straw-coloured kind or 
may be distinctly haemorrhagic; very rarely it is 
milky in appearance. It is exceptional for it to 
contain cells definitely characteristic of the parent 
growth, but a large number of lymphocytes may 
be present, pointing to either a lymphocytic 
tumour, i, e. a lympho-sarcoma, or to the existence 
of chronic irritation—as opposed to acute in¬ 
flammation, in which the cells are mainly poly¬ 
morphonuclear leucocytes. The presence of blood 
in the effusion is very suggestive of a new growth, 
but not absolutely distinctive, as tubercular effu¬ 
sions may be bloody and also more rarely acute 
inflammatory fluids. If the fluid be withdrawn by 
aspiration in these cases it very rapidly reaccumu¬ 
lates, and it may be necessary to tap the chest 
once or twice a week in some cases to relieve 
the suffocation which threatens to supervene. 


When the effusion is caused by multiple deposits 
of new growth (and therefore usually in secondary 
cases) it is likely to be bilateral, while that due to 
pressure of a single tumour is more often confined 
to one side of the chest. 

Physical examination of the chest by percussion 
and auscultation may reveal further signs of the 
presence of a tumour. As the most common 
situation of new growths is the anterior media¬ 
stinum, especially the upper part of it, there is 
often an area of dulness behind the manubrium 
sterni . This may extend downwards and blend 
with the cardiac dulness or outwards to one or 
other apex. Tumours in the posterior media¬ 
stinum may cause defect of resonance between 
the scapulae, and a tumour of the anterior media¬ 
stinum may extend backwards and cause this 
phenomenon as well as the anterior dulness already 
mentioned. The dulness caused by the growth 
itself may merge into that due to a pleural effu¬ 
sion which it has caused and may thus be over¬ 
looked or actually concealed. 

The breath-sounds over a mass of new growth 
will be bronchial in character if a large bronchus 
is situated close beneath the mass and if this tube 
is still patent Stridor will be perceptible if the 
trachea or a bronchus is so pressed upon as to 
be narrowed in calibre, or if there is laryngeal 
paralysis affecting the abductor muscles. If col¬ 
lapse of part of the lung have occurred there 
will be absence of breath-sounds over the affected 
area and dulness on percussion, while the move¬ 
ment of the thoracic wall may be visibly defective 
and the intercostal spaces may be drawn in with 
each inspiratory effort JRdles are sometimes 
audible, owing either to oedema of the lung 
caused by the pressure of the growth or to accom¬ 
panying bronchitis or bronchiectasis. The signs 
of co-existent tuberculosis may be present and may 
considerably complicate the diagnosis. 

Acromegaly has been recorded in one case as 
accompanying an intra-thoracic tumour, but was 
probably only a coincidence. Clubbing of the 
fingers may occur. 

The onset of the disease is usually gradual, so 
that it is difficult to state definitely the duration of 
the affection, but after symptoms are well estab¬ 
lished life seldom lasts for more than seven or 
eight months. In the case of the girl to which I 
alluded above there was a history of dyspnoea and 
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cough for three years, and the tumour was of so firm 
and fibrous a character that it seemed possible that 
it might have been as long in growing; but the 
tuberculosis present complicated the question. In 
rare instances the onset of a lympho sarcoma is 
almost abrupt, with fever and shivering; at all 
events these symptoms occur at the onset of the 
illness, whether they are caused by the tumour 
or by some intercurrent infection. Such cases 
may run a rapid course and prove fatal within a 
month or even three weeks. Occasionally secon¬ 
dary growths may give rise to the first symptoms ; 
thus in one case of thymic sarcoma, enlarged 
kidneys, the seats of secondary deposits, were first 
noticed; and in a case which I recorded many 
years ago the patient came to hospital for a 
crossed paralysis due to deposits in the brain, 
symptoms of the primary growth in the thorax 
only appearing some weeks later. 

Dermoid tumours of the mediastinum deserve 
separate treatment as having some special features 
of their own. They must be regarded as essen¬ 
tially benign growths, and they may exist through¬ 
out life without causing any symptoms of disease, 
being found accidentally at necropsies. This 
would, however, appear to be exceptional, for such 
unexpected discoveries are rare. When symptoms 
are produced the course of the trouble is chronic 
as compared with that of malignant tumours. 

These curious cysts exist from birth, but seldom 
take on any activity before puberty. At this period, 
or rather later, they often seem to be awakened to 
fresh activity and growth. As they grow they 
cause irritation of surrounding parts, especially of 
the lung, generally of a chronic character, by which 
a large amount of fibrous scar-tissue is formed and 
the organs in the neighbourhood of the cyst become 
densely matted together. The cyst is thus very 
intimately united to the parts round it, so that any¬ 
thing approaching to enucleation becomes impos¬ 
sible. If the inflammation becomes more acute— 
/. e . presumably if the resistance of the tissues to 
organisms is so reduced as to allow some such 
parasite as the pneumococcus to establish itself— 
an attack of acute pneumonia occurs. This is very 
frequently recorded in the history of these cases. 
Sometimes injury acts as the starting-point of an 
acute exacerbation. 

The main symptoms caused by a dermoid •cyst 
naturally resemble in the main those due to any other 


tumour within the thorax: there are often pain in the 
chest, shortness of breath, cough and disturbance of 
the cardiac action. The expectoration is, however, 
often different from that met with in cases of malig¬ 
nant tumours, for profuse purulent sputum seems 
to be frequently expelled and hemoptysis may occur. 
The one pathognomonic feature, however, is the 
appearance of hairs in the sputum . This can only 
occur when the sac of the tumour communicates 
with a bronchus, so that its contents can be ex¬ 
pectorated. It is important to bear this possibility 
in mind, as otherwise we might be inclined to 
suspect a patient of malingering if he (or she) stated 
that hairs were expectorated. They are usually 
expelled singly or at all events few at a time. The 
hairs which grow in a dermoid cyst do not 
necessarily correspond in colour and diameter with 
those which grow on the patient’s body—a point 
which may lead to a suspicion of the nature of the 
disease. Dermoid hairs seem often to be blonde or 
reddish. 

Hemorrhage is not very uncommon in these 
cases, and the cause of it is not very clear. It is 
larger in amount than would be accounted for by 
the congestion which probably takes place round 
the growing cyst, and seems due to actual erosion 
of some vessel of moderate size. In one instance 
the cavity of the cyst was found after death to com¬ 
municate with the aorta. To what this faculty of 
erosion is due does not seem clear, as a dermoid 
is not essentially of a malignant nature and cannot 
burrow into the interstices of the tissues around it, 
as, for example, a carcinoma does. Possibly it has 
some relation to the peculiar power of exciting 
inflammation around it, which a dermoid seems to 
possess. Perforation of the cyst into the pleura 
or pericardium may also take place, as well as into 
a bronchus, as has already been mentioned. It 
must be borne in mind, however, that malignant 
growth may start at any time in a dermoid cyst, 
and this growth may be either carcinoma or sarcoma, 
since tissues of all kinds are present in these cysts. 
In such instances the course of the disease is rapid, 
and metastatic deposits may appear in distant parts 
of the body as well as in the neighbouring glands 
(cervical and axillary). 

Pleural effusion may occur in connection with 
dermoids and the fluid may be either serous or 
purulent, rarely blood-stained. The occurrence of 
pericardial effusion has also been noted. Tuber- 
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culosis may co-exist, as may also bronchiectasis ; 
the clubbing of the fingers recorded* in some of 
these cases may perhaps be due to such complica¬ 
tions rather than to the original growth. 

The most striking feature of this malady is 
perhaps the bulging of the chest-wall which is pro¬ 
duced : in one case this was so great as to produce 
or simulate a spinal scoliosis. The power of these 
growths to alter the shape of the chest, as contrasted 
with the absence of this feature in other new growths 
in the thorax, is due no doubt to the very chronic 
course of the disease and to its occurrence at an 
early age when the ribs and cartilages are soft If 
the growth is high up there may be a visible 
tumour in the neck, but more often it is within the 
chest. The tumour formed may have pulsation 
communicated to it if it lie over the aorta or close 
to the heart; it may also give to the examining 
fingers a sense of fluctuation. 

The subjects of dermoid cysts do not emaciate, 
except when active disease (pneumonia, empyema) 
ensues. In the case of malignant growths emacia¬ 
tion is not common until the later stages of the 
malady. 

Diagnosis .—The recognition of an intra-thoracic 
tumour of any kind must depend in the first place 
upon the presence of symptoms of pressure on 
some one or more of the organs contained within 
the chest. In most cases the respiratory apparatus 
suffers first and the patient comes for treatment for 
dyspnoea. Examination of the lungs may then fail 
to disclose any of the commoner causes for this 
symptom. Further search may reveal evidence of 
pressure upon blood-vessels or nerves, the appear¬ 
ance of oedema and cyanosis being very suggestive, 
and changes in the pupil also valuable. Dulness 
on percussion behind the sternum may also be 
elicited. 

The first condition which must be eliminated in 
making a diagnosis of a new growth is aneurysm of 
the aorta or of one of its large branches. This is 
a very much commoner affection. Points of 
difference are the greater frequency of disturbance 
of the pulse (inequality of the radial pulses), and 
the comparative rarity of venous engorgement. 
The sufferers from aneurysm are usually men in 
middle life, who have done arduous work and have 
sijffered from syphilis. Tumours also occur more 
frequently in men, but they may arise earlier in life 
and they are commoner than aneurysms in women. 


Glandular enlargement may indicate the presence 
of a malignant growth. 

Examination with the X-rays is of considerable 
assistance. An aneurysm can usually be seen to 
pulsate when the shadow is thrown on the fluo¬ 
rescent screen ; it is also definitely rounded in shape 
and so casts a clearly defined shadow. A source 
of error occurred in one case which I saw and 
in which there was tuberculosis along with the 
aneurysm, the ski^grapher being thus misled into a 
diagnosis of new growth owing to the irregular 
shape of the mass. In the case of dermoid tumours 
the surrounding inflammation may cause the whole 
of one side of the chest to be opaque, and may thus 
mask the outline of the growth which should other¬ 
wise be clearly defined. I do not know of any 
instance in which the presence of bone in such a 
cyst has been actually demonstrated by the X rays. 

The presence of a pleural effusion is also of 
importance in these cases. In any case of such 
effusion in which there are unusual or puzzling 
features the possibility of the existence of a tumour 
should be considered. Such features are haemor¬ 
rhagic fluid, repeated recurrence after tapping, the 
presence of oedema along with the effusion, irre¬ 
gular distribution of the dulness apparently caused 
by the fluid, and abnormalities in the auscultatory 
phenomena over it. In cases of dermoid cysts 
puncture of the tumour will withdraw as a rule a 
little thick, almost pultaceous matter, containing 
fatty substances. If clear watery fluid is drawn off 
it should be tested for albumen and by the micro¬ 
scope ; the absence of the former and the presence 
of hooklets will prove that the growth is a hydatid 
cyst. The puncture of one of these parasitic cysts 
may be followed by an attack of urticaria. An 
exploring needle may occasionally punch out a 
fragment of new growth, which comes away in the 
hollow of the needle; after a dry ” puncture, 
therefore, it is important to look for such frag¬ 
ments, and if they be found, to examine with the 
microscope. 

The expectoration of hairs, if satisfactorily ascer¬ 
tained, is pathognomic of the existence of a dermoid 
cyst. The absence of this feature does not exclude 
this malady. 

Conditions other than aneurysm which have to be 
distinguished from mediastinal tumours are enlarge¬ 
ments of glands, such as occur in Hodgkin's disease, 
syphilis and tuberculosis; inflammation . of the 




DR. CECIL BOSANQUET. 


[ Dec. 8 , 1909. 139 


The Clinical Journal. ] 


mediastinal tissue, acute and chronic; obliteration 
of the superior vena cava, and tumours of the 
trachea. It is doubtful whether any real distinction 
can be drawn between Hodgkin’s disease and 
mediastinal tumour in some cases, as Dr. Parkes 
Weber has recently described a case in which there 
was a tumour-like mass in the thorax, the structure 
of which was that of a lymphadenomatous gland, 
without the existence of enlarged glands elsewhere 
throughout the body. The diagnosis between 
tuberculous and lymphadenomatous glands is not 
always easy, and it would seem that in some cases 
the two conditions may co-exist. Syphilitic glands 
may diminish in size under the influence of mer¬ 
cury and iodide of potassium. These remedies 
should be tried in cases in which there is any 
indication of present or past syphilitic infection 
along with signs of pressure within the chest. 
Mediastinitis, or mediastino-pericarditis as it is 
also called, is in my experience a disease of children, 
but it may also affect adults. The liver is usually 
enormously enlarged—a point of distinction from 
most cases of tumour; there is cyanosis and 
dyspnoea, with gradually increasing general oedema 
and effusion into the pleural cavities. The course 
is chronic and the enlargement of the chest is 
universal, like that of emphysema, not localised as 
in cases of dermoid cysts. Abscess in the media¬ 
stinum may simulate a tumour, but the continuance 
of fever and leucocytosis should point to an infec¬ 
tive malady. Thrombosis of the superior vena 
cava will give rise to cyanosis, oedema of the head 
and neck, and enlargement of superficial veins, but 
there will not be other signs of pressure (stridor, 
affections of the pupil); and the affection is likely 
to become chronic instead of running the short 
course of a malignant intra-thoracic growth. 
Tumours of the trachea may give rise to dysp¬ 
noea and stridor; it is said that the trachea and 
larynx become immobile in this condition, and 
laryngoscopic examination may reveal the growth. 

Prognosis .—In the case of malignant growths 
within the thorax the outlook is practically hope¬ 
less, and death will probably ensue within three to 
six taonths of the onset of symptoms. Acute cases 
with a course of a few weeks have already been 
mentioned. In the case of secondary growths the 
course is also brief as a rule. From time to time 
curious exceptions occur, as in a case which I 
remember well in my student days—that of a 


woman who had had one breast amputated for 
cancer and who subsequently developed a large 
tumour at the upper part of the chest, close beneath 
the right sterno-clavicular joint, which reached the 
size of a fist. Naturally it was thought that she 
could not live many months, but the tumour 
ceased to grow and remained stationary for several 
years —six or seven, I think—during which time 
she continued to attend as an out-patient at Char¬ 
ing Cross Hospital. No doubt she is now dead, 
but we lost sight of her and I do not know when 
her death took place. In the case of dermoid cysts 
the outlook is also unfavourable as soon as symp¬ 
toms have arisen. Death usually occurs within a 
year or so. It is due to the inflammatory reaction 
set up by the growth, pneumonia being the com¬ 
monest cause of death. A prolonged course— 
several years—is not, however, very uncommon, and 
we have to remember that these growths may 
remain latent and harmless throughout life. 

Treatment .—In the great majority of cases treat¬ 
ment can only be palliative. The strength of the 
patient must be maintained by careful feeding and 
such stimulants as prove useful. Pain may neces¬ 
sitate the use of morphine, which is also useful in 
minute doses to check the frequent useless cough. 
Pleural effusions must be tapped as they arise, and 
the process of aspiration must be repeated as often 
as the fluid re-accumulates. 

Recently very good results are recorded in cases 
of intra-thoracic growths from the use of the Xrays , 
applied at repeated sittings. A large number of such 
cases are now on record: Kienbock, writing in 
1905, stated that as many as 100 had been submitted 
to this treatment and that two thirds of them had 
been cured or relieved. This seems a very re¬ 
markable record, for with the exception of certain 
forms of cancer, notably rodent ulcer, on superficial 
parts, treatment by X rays has proved disappointing 
in the treatment of new growths. In considering 
this large number of favourable results we have to 
bear in mind that mediastinal tumours are not very 
common—hence the large number of reported 
cases is suspicious—and also that the diagnosis 
between the various conditions which cause pressure 
within the chest is unsatisfactory. The very nomen¬ 
clature of the maladies is confusing, lympha- 
denoma, for example, being often called by Conti¬ 
nental writers “ lympho-sarcoma.” In cases which 
recover no pathological investigation of the growth 
is, of course, possible. At present, therefore, we 
must keep our judgment in suspense as to the 
precise value of X rays in these conditions. The 
probability would seem to be that cases which 
subside under this procedure are. not genuine 
neoplasms, but it is certainly worth while making 
trial of the X rays in any such cases which we may 
encounter, as the outlook otherwise is hopeless and 
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the rays are unlikely to do harm if skilfully 
applied. 

The treatment of dermoid cysts is essentially 
surgical. The ideal method is of course complete 
excision of the whole growth, but this is unfor¬ 
tunately seldom possible owing to the adhesions 
contracted to neighbouring structures, which in the 
thorax are all vital organs. When a diagnosis of a 
cyst of this nature has been made in the presence 
of urgent symptoms, the growth must be as freely 
exposed as is possible, a rib being resected or the 
sternum trephined according to the situation of the 
growth. It is then possible to ascertain the 
condition of affairs, and usually it will be found 
that only a partial operation is feasible. The 
tumour is laid freely open, and as much of the wall 
of the cyst as can be removed is resected. Care 
must be taken not to infect the pleural cavity or to 
open up the spongy tissue of the lung, as death 
from pneumonia is a possibility to be dreaded. 
The contents of the cyst should be scraped out as 
far as possible, and it would seem advisable to 
swab the interior afterwards with pure carbolic acid 
or some similar substance,but of course I am not 
competent to advise in such matters. Free 
drainage must then be provided, as suppuration is 
fairly sure to occur. A fistula will most probably 
remain: this may be closed by a subsequent 
operation. In some cases three separate operations 
have been needed. The condition is thus not one 
to be lightly regarded, in spite of the “benign” 
nature of the growth. As these cysts are often 
multilocular the need for repeated operations is 
easily understood. Statistics show that of twenty- 
three cases operated on, six died soon afterwards; 
in addition one died after no long time from 
tuberculosis, one from some cause not stated, and 
a third four years after the operation from pyaemia. 
Of the first six, two died from pneumonia, and one 
from haemorrhage. Of the fourteen remaining 
recoveries, in three cases it is definitely stated 
that only partial recovery ensued, some trouble 
remaining, and it is clear that in no case in which 
only part of the cyst is removed can complete 
recovery be spoken of, at least until some years 
have elapsed and it is found that the remnant of 
the growth causes no further trouble. 

The question may occur as to whether a cyst 
which is giving rise to no symptoms should be 
interfered with. Since we know that in some 
cases these growths may persist throughout life 
without causing trouble of any kind, the answer 
must be that such a case should be left alone. 
One recorded case emphasises this view; a woman, 
pet. 30 years, was operated on for a dermoid cyst 
which caused some bulging of the chest-wall, but 
no real inconvenience; she died from pneumonia 
following the operation—a somewhat heavy respon¬ 
sibility for the surgeon. 

December 6th, 1909. 


THE SYSTEMATIC EXAMINATION 
OF THE EYES OF SCHOOL 
CHILDREN.* 
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F.R.C.S.Eng., 

Assistant Ophthalmic Surgeon to the West London 
Hospital; Ophthalmic Surgeon to the Belgrave 
Hospital for Children ; Oculist to the London 
County Council Blind Schools. 


To tell you all that the title of my lecture implies 
in the brief space of one hour would, I think, pass 
the wit of man. What I propose to do is to take 
you in imagination into any large school, say in 
London, and there show you from the results of 
my experience what eye conditions you are most 
likely to find amongst the children, and how you 
can best set about finding out these conditions. 

In entering any school the first person whose 
acquaintance the school doctor should make is the 
head-master. The friendly help of the chief of the 
school is of the greatest advantage to the doctor, 
for a good master can give information as to the 
character and capabilities of a child, which is 
scarcely second, and is often superior, to that 
which can be obtained from the parent, and from 
this source the doctor can gain information that 
would be lost to his unaided effort. In the early 
days of school inspection I can remember that the 
doctor’s reception was not always friendly ; his visit 
was conceived to be an additional worrying in¬ 
spection forced on an already over-inspected school 
staff, but by this time the teachers have learned to 
regard the doctor as a friendly helper, and they 
welcome and invite his assistance, even if he occa¬ 
sionally has to criticise. 

The next procedure which I have found of profit 
is to make a tour of the school when all the 
children are in their places, and take note of the 
conditions of the class-rooms as regards their 
lighting, natural and artificial, and their ventilation ; 
the arrangement of desks, and the attitude of the 
children ; the state and position of blackboards, 

* A lecture delivered at the Society of Medical Officers 
of Health. The lecture was illustrated by many diagrams 
and figures which cannot be reproduced. They will be 
found, together with much other work on school conditions, 
in 4 The Conjunctiva in Health and Disease,’ by N. Bishop 
Harman. Bailli&re, Tindall & Cox, London. 
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diagrams, and maps ; the quality of the print in the 
books in use ; and the style of writing, drawing, and 
needle-work taught, and the attitude of the children 
during these exercises. All these things come within 
the sphere of influence of the doctor who is investi¬ 
gating eyes. As each class-room is visited so a I 
preliminary examination of the children is made; 1 
the doctor passes through the passages between 
the desks and each child is required to look 
straight into his eyes, and at any indication of a 
departure from the normal the child is marked for 
further examination. Besides the class-rooms the 
eye-doctor should examine the lavatories of the 
school, particularly the wash-places, and note the 
condition and number of the towels, and ascertain 
the frequency with which they are renewed. The j 
reasons for these points will appear later. * 

! 

Classification of Eye Conditions. 

Taking the eye conditions as a whole we shall 
find that they are divisible into two great groups : i 
(i) External diseases; (2) functional disorders. ! 
Each of these groups have points of importance, 
and although for the sake of convenience we 
separate them, it must be always kept in mind that 
the association of external disease and functional 
disorder is most intimate, and often causal in 
relation. 


External Diseases. 

Recently I examined a number of English 
children in the schools of the Hackney district of 
London. The region includes all varieties of 
social conditions—good residential quarters at 
Clapton, artisan dwellings at Homerton, and 
crowded slum regions at Bethnal Green. The 
district is representative of a great city, and the 
conditions found in these schools are a fair average 
of what you may expect to find. 

The examination was made during the months 
of July and November of one year, and covered 
thirty schools, with 21,893 children of ages from 
seven to thirteen years. Subsequent to the ex¬ 
amination the schools were classified according as 
I judged the situation of the region, the housing, 
and the condition of the children favourable to 
their well-being. Thirteen schools were found in 
which the children reached a fair average of 
cleanliness, three schools were above the average, 
and fourteen below. 
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The following results appeared : 


Cleanliness. Cases of disease. Percentage. 


Above average 

19 in 

2,174 • 

<>'873 

Average 

. 134 m 

9.463 • 

1*416 

Below average 

. 197 in 

10,256 . 

1*92 

Totals . 

. 35 ° in 

21,893 . 

1-6o8 


We may say that roughly 2 per cent, of elemen¬ 
tary school children are subject to some condition 
of eye disease due to a present inflammation or to 
one that is past, and that we shall find twice as 
much eye disease amongst the poorly kept section 
of the population as amongst the well kept. 

The diseases found were as follows: 

Per cent. 


of diseased. 

Conjunctivitis . 

• IO ‘5 

Blepharitis .... 

■ 74 '° 

Phlyctenulae . 

• i 5 '° 

Effects of ophthalmia neonatorum 

r 5 

Interstitial keratitis 

• i '5 

Congenital anomalies . 

. 40 

Eyes lost . 

2 '0 


Blepharitis , or sore eyelids, accounts for the bulk 
of the cases. This is an inflammation of the 
margins of the lids, and involves the lashes, their 
glands, the Meibomian glands, and the strips of 
skin and conjunctiva bordering the lid-margins. 

Investigating the cases of blepharitis at the 
Belgrave Hospital for Children for ten years, I 
found that the maximum incidence occurred at 
the age of four years. From then until the end of 
the school years there was a steady flow of cases, 
with a second but lesser peak of frequency at the 
age of seven years. 

Blepharitis is essentially a dirt disease. It is 
true there are contributory causes other than dirt, 
but the disease scarcely occurs in clean children, 
even when these contributory causes are of equal 
weight. At the age of four the infants in the 
Belgrave region entered the infant departments. 
Dirt and microbes had a cumulative effect. Again, 
at Moorfields Hospital I found the dirtier alien 
patients suffered out of all proportion to their 
numerical standing. 

Contributory causes to the production of the 
disease are the exanthemata and eye strain. 
Measles is a particularly frequent starting-point for 
sore eyelids; the conjuntivitis set up by the fever 
leaves the lid-margins sodden, and a ready culture 
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media for organisms of which there are always 
more than enough about the lashes of the lids. 

The frequency of the fever amongst infants may 
account in part for the maximum incidence at the 
age of four years. Next to this, eye strain may be 
held a contributory cause, and if it be less the 
cause of the onset of acute cases, it is certainly one 
of the most frequent in chronic cases. 

If the doctor will examine a class, say of girls 
before and after an afternoon’s needlework, he will 
find a striking difference in the appearance of the 
eyelids of a number of the girls. At the close of 
the lesson he will find that an appreciable number 
have reddened margins to their lids, and he will 
notice that the rate of blinking is distinctly 
increased. We are familiar with the never-ending 
work of our hearts, and the automatic nerve centres, 
but we scarcely give a thought to the almost 
equally arduous labour of the eyelids. In the space 
of a single working day their margins will come in 
contact several thousand times, more than enough 
to produce rawness of them were they not specially 
protected. Their protection lies in the layer of 
protecting grease poured on to the lid margins from 
the Meibomian glands. When the blinking is 
excessive, as it is when the vision is defective or 
when the work forced upon the eye is too severe, the 
protection of the grease is insufficient; the margins 
become sore; they are further infected by the 
manner in which the child rubs its tired eyes. 
When the lids are inflamed the good quality of 
the Meibomian grease is lost, and is no longer 
protective ; so a vicious circle of circumstances is 
started, and blepharitis is in a fair way to become 
chronic. Only scrupulous cleanliness of person 
can prevent these effects if the causes be left 
untended, and the longer they last the more 
difficult is the cure. 

The treatment is simple enough : Clean the lids; 
rub them vigorously and frequently with a warm 
alkaline lotion (sod. bicarb. 5 per cent.) until the 
margins are completely free from crusts; then rub 
in a mild mercurial ointment, such as the yellow 
oxide of 1 per cent. As soon as possible, correct 
any error of refraction with appropriate glasses. 

Phlyctenular conjunctivitis or keratitis came 
next in order of frequency as the cause of eye 
trouble with 15 per cent. It must be remembered 
how serious is this inflammation in its lasting effects 
on the transparency of the cornea, and con- 


, sequently on visual acuity. It is a disease of the 
poor and of young children. Cases are very rare 
in the first year of life; the maximum incidence 
falls from four to six years, when the the milk teeth 
are decaying. The children very commonly suffer 
from chronic coryza, sores about the nostrils and 
lips, eczema of the face, or perhaps discharging 
! ears. They are invariably ill-fed. At Moorfields 
Hospital I found the disease much less frequent 
amongst Jewish children than native; Jews feed 
their children well, and use much oil in cooking. 
We may note here that cod-liver oil is the best cure 
for the disease. I cannot enter at length into the 
cause of the disease, but I may say that I have put 
i forward evidence to show that it is not the effect of 
a specific microbe, but that it is an efflorescence or 
herpetiform eruption on the terminals of the 
first and second division of the fifth cranial nerve 
caused by peripheral irritation of collateral branches 
of the second division of that nerve by septic 
teeth, and nasal and labial sores, in ill-nourished 
children. The disease accounts for more cases 
I of damaged eyes and therefore of diminished 
| vision than any other; and no better argument for 
! instruction in oral cleanliness and dental clinics 
can be made than the citation of this disease. 

| Acute conjunctivitis accounted for 10 per cent. 

I of the cases. Most of these appeared to be due to 
infection with the Koch-Weeks’ bacillus. Every 
school doctor should be thoroughly familiar with 
the characters of this organism, of the Morax- 
Axenfeld bacillus, and of the xerosis bacillus. The 
first two are conjunctival organisms almost ex- 
| clusively, and consequently the man who has taken 
out a course of bacteriology may be quite un¬ 
acquainted with them, the more especially as they 
do not readily take on the saprophytic life of the 
laboratory, and cannot be kept “in stock.” The 
organisms are quite characteristic, and are easy of 
distinction in film preparations, and I would refer 
you to the descriptions and pictures of them to be 
| found in the book referred to in the foot-note on 
j the first page of this paper. 

Trachoma, that scourge of eastern countries, was 
extremely rare; only two certain cases and one 
doubtful case were found, or less than 1 per cent, 
of the diseased conditions. I would warn you of 
mistaking simple follicular hypertrophy, which is 
very common amongst school children, especially 
girls, for trachoma. Follicular hypertrophy is 
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quite innocuous, but it is a useful indication of a 
general poverty of health. The follicles are mainly 
situated in the conjunctiva of the lower lid and 
they do not cause any symptoms. Trachoma is 
essentially a chronic overgrowth of the stroma of 
the conjunctiva, and is manifested in a roughening 
of the usually smooth and shining conjunctiva of 
the upper lid ; and it is associated with a series of 
distinct and distressing symptoms, both subjective 
and objective. Do not miss everting and examin¬ 
ing the upper conjunctiva of any child whose lids 
look heavy and drooping, for here form the earliest 
and most distinct of the objective symptoms. 

Discharging eyes. —Children with discharging 
eyes should be excluded from school, notice of the 
exclusion being given to the proper authority so 
that treatment may be effected. This is particularly 
important when epidemics occur. 

There is no more fruitful mode of spreading eye 
infections than a promiscuous use of towels. In 
residential schools each child should have ex¬ 
clusive use of his own towel. The towel and other 
toilet appliances, as face-rubber or sponge, and 
tooth-brush, should be hung on a hook, and marked 
with the number of the child. In schools where 
these regulations are enforced “ school ophthalmia ” 
is almost a thing of the past. In day schools the 
matter is more difficult: It is not possible to 
supply towels for each scholar. We best get over 
the difficulty by a rule allowing the use of wash¬ 
basin and towels for hands only , and prohibiting 
the washing of faces at school. Dirty children 
should be sent home to wash. Should an 
outbreak of conjunctivitis appear in a day school, 
the towels should be withdrawn from use. In an 
epidemic of muco purulent catarrh due to the 
Koch-Weeks’ bacillus, and which I investigated, 
the spread of the epidemic was checked when the 
issue of towels was stopped. 

Dirt and disease .—Enough has been said to 
show how close and constant is the association of 
these two conditions. The incidence of disease, 
the occurrence of bacteria on the conjunctiva and 
on the lid margins, and the incidence of follicular 
hypertrophy all show that disease germs, disease, 
or at least unhealthy conditions are caused and | 
increased by dirt. The school doctor will, therefore, 
inevitably find himself as much the opponent of 
dirt as of disease, and in effect become a teacher 
of the essentials of hygiene—cleanliness. 


Functional disorders. —Disorders of vision are by 
far the most frequent source of trouble amongst 
school children. Of 30,000 London school 
children 26 per cent, were found to have defective 
visual acuity (Dr. Kerr's return, 1903); over one 
in every four children could not pass the test of 
reading £ on Snellen’s card. The conditions were 
worse in the poorer, overcrowded districts, for there 
30 per cent, failed, and amongst the alien Jews of 
the East End 36 per cent, were defective. 
Again girls have rather worse vision on the average 
than boys: in one good class school I found 
18 per cent, deficiency in boys and 26 per cent, in 

girls- 

The effect of social environment and of sex on 
vision, or, it may be said, on the growth of the eye, 
is striking. To some extent this may be due to 
the early age at which poor children and girls are 
set to work at home, before and after school hours. 

Wits and sight. —In practical work it has been 
found again and again that “dull and stupid” 
children were so because they could not see ; so if 
only a half or a third of these school children who 
fail to pass the vision test have serious defect of 
vision, there is enough to account for much failure 
in school teaching. 

Testing the vision *—It is sufficient in schools 
to take the vision of both eyes together, unless some 
exceptional condition should indicate the contrary. 
Snellen’s test-card should be exposed in good 
daylight, but not in direct sunlight. The letters 
should be pointed to by a teacher to help the 
attention of the child. If the light be poor shorten 
the distance to such a length as will allow the 
doctor to read the g line with his accustomed ease 
(it is to be supposed the doctor has good vision, or 
proper glasses !). 

Children over ten years of age who cannot read 
£, and those from seven to ten years who cannot 
read y 2 - should have their eyes examined. 

If the vision of infants under seven years of age 
is to be tested the E test-card should be used. 
This is made up of different sized E block-letters 
in various positions. The child is given a card with 
an E thereon, and is shown how to hold it in the 
position of the letter pointed to. A judicious bribe 
of “ sweets ” adds to the child’s interest and better 
results are obtained. As a rule it is sufficient in 
infants classes to select for examination those 
children who squint, or have sore eyes, and any 
whom the teachers suspect of seeing with difficulty^ 

The inability of young children to see g- does 
not necessarily imply poor vision, for there is in all 
these tests a mental factor; the greater the familiarity 
with the letters the more easily are they recognised. 

* In London this is done in the first instance by the 
teachers, who enter the results in a special column of the 
attendance register. This is a great saving to the doctor. 
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Errors of Refraction. 

For the most part the errors amongst the younger 
children are those of hypermetropia with or without 
astigmatism. Amongst older children myopia 
increases, especially amongst those who are astig¬ 
matic. The condition of the eye can only be 
determined by retinoscopy after the use of a proper 
cyclopegic. I would warn you against putting 
any serious value upon the results of retinoscopy 
in children when no efficient cyclopegic is used. 
By careful comparative tests in a large number of 
cases, I have found that in just those cases where 
one desires a useful indication of the cause of the 
defect in vision one is led astray; for the mere 
flashing of a light into the eyes of a young child 
tends to set up a spasm of the ciliary muscle, and 
so a child may appear to be myopic when it is not. 
Atropine or homatropine must be used. The 
former is best for home use, as an ointment of i 
per cent, thrice daily for a week. But when the 
surgeon desires quickly to paralyse the ciliary 
muscle, the use of the pure alkaloids of homa¬ 
tropine and cocaine (2 per cent, of each, dissolved 
in castor oil by gentle heat) gives excellent results. 
A drop should be placed in each lower fornix, and 
theeyes lightly bandaged; after half-an-hour thedose 
should be repeated, and with the completion of the 
full hour the eyes will be ready. The effect of the 
drug will pass off in twenty-four hours, but can be 
neutralised in thirty minutes by the instillation of 
eserine 1 per cent, in castor oil. 

School Conditions affecting Eyes. 

Vision depends upon the detection of contrasts, 
good light is necessary to show up the contrasts. 
An adult can read letters in a poor light because 
he is familiar with the letters; a child has not this 
familiarity so needs an ample light. 

Windows should be large, filling nearly the 
whole of the children's left-hand wall of the room, 
right up to the ceiling; then the desks will be well 
lighted, and the shadow of the writing hand will 
not obscure the writing. Artificial illumination at 
each desk should not be less than ten metre 
candles, i.e. the light given by ten standard 
candles at the distance of one metre. It should be 
steady, and white in colour. 

Desks .—The seat should be of such a height 
that the child’s thighs rest upon it while the feet 
are on the ground ; the desk height should be such 
that when the child sits erect the flexure of the 
elbow is just on a level with the edge. The desk 
should slope fifteen degrees down towards the 
child, whilst for reading the book should be tilted 
on a frame to fifty degrees. 

Print —The greatest contrast is obtained by 
leaded lines, i.e. well-spaced lines, of not more 
than four inches in length, and with heavy black 
type of the “ clarendon ” style. 


This is Double 
Pica. 

This is Pica, the smallest 
School Type. 

In the infants' classes under five years the 
smallest type should be double pica, and in the 
upper standards the type should not be smaller 
than pica. The paper should be hard pressed, but 
not highly glazed. No print should be held nearer 
to the eyes than twelve inches. 

Writing .—Upright writing with a broad pen is 
the best from all points of view. Slates should be 
abolished; the contrast of writing and back-ground 
is poor, and they are dirty—children will spit on 
them. 

Blackboards .—The surface should be of a good 
dull black and frequently renewed to prevent 
“shine." The board should be placed on the 
children's right-hand side. The letters marked on 
the board should not be smaller than two inches 
square (Snellen's D. 36). 

Needlework should be excluded from infant 
classes; wool-work should be taught instead. In 
the first lessons on needlework white calico and 
black sewing cotton with large needles should be 
used. Fine needlework should not be permitted in 
school. Should any girl excel in fine needlework she 
should be medically examined lest she be myopic. 

Myopes .—Fine work, particularly needlework, 
should be prohibited in any degree of myopia 
exceeding one dioptre. Knitting should replace 
sewing, and the child should learn to do it blind¬ 
folded. Myopes of 6 D. and more should in most 
cases be provided for in special schools. 

Spasm and failure of accommodation. —In over¬ 
worked and under-fed children there may be 
complaint that “ the print suddenly goes misty "— 
there is failure of accommodation. In some cases 
they also temporarily fail to see in the distance— 
there is spasm of accommodation. Careless 
examination of these latter cases may mistake them 
for myopes, and great harm may result from the 
erroneous prescription of minus lenses. 

Squint. —The urgency of proper treatment of 
these cases cannot be too much insisted upon. 
Children do not “grow out of squint,” but the 
squinting eye will surely go blind. 

These, then, are some of the conditions you will 
be on the look-out for; they are the ordinary every¬ 
day conditions. There are many others of lesser 
frequency but of great interest, but the time does 
not permit of reference to them. I shall be amply 
rewarded if my brief sketch of school work stimu¬ 
lates you to search these things out for yourselves* 
then your interest will become the greater. 

December 6M, 1909. 
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DIPHTHERIA.* 

By F. M. SANDWITH, M.D., F.R.C.P., 

Gresham Professor of Physic. 


I have only time to-night to tell you something 
about the history, distribution, aetiology and pre¬ 
vention of diphtheria. 

It is essentially a specific infectious disease, 
caused by the entrance of bacilli into the tissues, 
with the local production of a peculiar membranous 
inflammation and ulceration, usually in the mucous 
membrane of the mouth, throat and nose, and 
occasionally in the eye or on the surface of a 
wpijpd. ,But even more important than the local 
symptoms are the constitutional effects which arise 
from the absorption of powerful toxins, which may 
cause slight or severe paralysis. Diphtheria has 
still a very wide distribution in the world, and its 
hiitory dates back to ancient times. 

Disregarding doubtful references to diseases of 
the throat both in the Hebrew Talmud and in the 
Greek writings of Hippocrates, we must allow that 
some of the later Greek physicians described cases 
of malignant sore throat which to-day we should 
call diphtheria. One of them, Aretaeus, who 
flourished about 100 a.d., and who ranked next to 
Hippocrates in the skill with which he diagnosed 
and treated diseases, tells us in his writings that the 
malady occurred most commonly during the age of 
childhood, and especially in Egypt and Syria; 
hence it was called “ the Egyptian or Syrian ulcer ” 
(of the throat). These Greek physicians also 
knew that an attack was sometimes followed by 
paralysis of the muscles by which we swallow. 
Many later writers described epidemics of throat 
illness in Europe, including one which was preva¬ 
lent in England in 1389 and carried off a large 
number of children. 

Entries in the chronicles for the year 1517 refer 
to an “ unknown ” sickness which spread over the 


* A lecture delivered at Gresham College. 
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Rhine districts, “ so that men's tongues and throats j 
were covered as if with a fungus, and turned white, 
and they were neither able nor inclined to eat or 
drink, from pains in the head, and pestilential fever.” | 

We guess that some of these epidemics may 
have been diphtheria, but it was not until the end 
of the sixteenth and beginning of the seventeenth ! 
century that we find quite trustworthy historical 
information on the subject. Malignant sore throat | 
was known under the popular name of “ garrotillo.” ! 
which was the Spanish name of the stick used by 
the executioner in Spain for strangling criminals 
who had been condemned to death. The primitive 
method of execution consisted merely in putting a 
cord round the neck of the prisoner who was seated 
on a chair fixed to a post, and in twisting the cord j 
by means of a stick inserted between the post and 
the back of the neck till strangulation occurred, j 
This is also the death by the bow-string in Oriental | 
countries. 

The younger members of the audience may need 
to be reminded that garrotting was the name given 
in this country to a species of robbery which 
became unpleasantly common in the winter of 
1862-3, which the thieves suddenly came ' 
behind their victim and half strangled him. 

The throat disease spread from Spain over 
southern Europe, and the year 1613 was known as 
the year of the “ garrotillos,” in memory of the 
frightful mortality caused by the infection. 

The malignant sore throat, as it was still called, 
crept northwards till it reached England from 
Holland in 1745, and in 1790 and the following 
years there were many cases in London, also at 
Chesham in Buckinghamshire and the hilly district 
around it. About the same time the disease spread 
to New York, and is said to have occasioned George 
Washington's death in 1799 at his Mount Vernon 
estate near Washington. But for many years the 
malady seemed to be concentrated chiefly in France, 
and it was there that Bretonneau of Tours published, 
in 182T, his happy conviction that the malignant 
sore throat, the putrid sore throat and some other 
forms were all one and the same disease, to which 
he first gave the name of “diphtheria,” derived 
from a Greek word, which means soft leather. 
This was, of course, in reference to the membrane 
usually seen in the throat. In order to prevent 
his patients dying of suffocation Bretonneau 
ventured to perform the operation of tracheotomy, 


to allow air to enter the lungs. His first two opera- 
tions in 1818 and 1824 were unsuccessful, for both 
the patients died, but the third time he met with 
success, and ever since that time this operation has 
been commonly employed and has saved hundreds 
of children's lives. So long as this operation was 
considered a dangerous one, the dictum was—“ It 
must be performed as late as possible,” but when 
many successes had been achieved doctors grew 
bolder and said with Trousseau, the eminent 
French physician, “ to save life, it must be per¬ 
formed, in dangerous cases, as soon as possible.” 

A century ago, when Napoleon was at the height 
of his glory, his family succumbed to a disease 
from which every pauper child may be saved to-day 
by prompt treatment. 

Hortense, the Queen of Holland, and mother of 
Napoleon III, herself the step-daughter and sister- 
in-law of the great Napoleon, suffered from 
diphtheria, while her eldest child died of laryngeal 
diphtheria. At the time of the second invasion of 
Paris, her mother, the Empress Josephine, died of 
suffocation from the same cause in 1814. 

In restless agitation, unable to speak, the 
I Empress, while making signs that she wanted to 
write her wishes, died from breathlessness, though 
she was surrounded by the best French doctors of 
the day, including Corvisart. No wonder that 
Napoleon I offered a prize to anyone who could 
throw light on this mysterious scourge. 

It may interest you to know how diphtheria 
patients of the richer class were treated by Dr. 
Bretonneau in 1821. Here is the abstract of one 
I his cases read before the Royal Academy of 
Medicine in Paris. 

A. S—, a little girl, aet. 5 years, of rather a delicate 
constitution, for two years had been frequently 
attacked with colds and coughs. On the first day 
of this illness there was sore throat, with painful 
swallowing. On the second day there was some 
fever and well-marked swelling of the glands in the 
neck, near the angle of the jaw. On looking into 
the throat both tonsils were red and swollen, and 
upon them there were white, semi-transparent, 
separated, enveloping pieces of membrane. Twenty- 
two leeches were applied at two intervals to the 
child, and blood flowed abundantly for twelve 
hours. Two pounds of syrup of ipecacuanha, 
besides tartar emetic, were administered in the 
space of three days. There was repeated vomiting. 
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Bretonneau says : “The examination of the throat 
had left no doubt in my mind as to the nature of 
the disease, and all the facts which I had been able 
to collect up to that time had so constantly shown 
me the inefficacy of general remedies in the treat¬ 
ment of diphtheria that I could scarcely hope for 
success by the means employed. It was not by 
the use either of drugs, however powerful they may 
have been, or of blood-lettings, general or local, 
that the extension of the diphtheritic membrane 
and its propagation into the air-passages had 
previously been prevented.” 

On the sixth day of this child’s illness Bretonneau 
was again summoned in consultation, on account 
of the urgent danger of the patient. He found 
considerable swelling of both sides of the neck, 
the patient voiceless, with foetid breath and croupy 
cough, while the inside of the throat showed a 
great extension of the diphtheritic membrane. 

The imminent danger was unanimously recog¬ 
nised and mercurial treatment alone appeared to 
offer any hope of recovery, so English calomel was 
ordered, two grains every half hour. In the 
evening the face became more and more livid and 
suffocation made rapid progress. 

The calomel, mixed with sugar, remained on the 
lips of the dying child, so during the course of the* 
night mercurial preparations were rubbed into the 
skin, under the arms and on the back of the neck. 
During the remaining hours of the patient’s life, 
efforts were made to try and make the child inhale 
oxygen gas, with the intention of prolonging life 
and of allowing the calomel time to act. 

Bretonneau concludes his report of the case by 
saying “ might not blisters (applied only for a few 
hours) have diminished the swelling of the sides of 
the neck, and subsequently the difficulty of respira¬ 
tion ? Iam only too sensible of the improbability 
of the success of a mode of treatment which is out 
of proportion to the disease. When this has arrived 
at its last stage, life cannot be prolonged except 
with acceleration of the circulation, and I do not 
conceal from myself that everything that quickens 
this must hasten the fatal termination of the case.” 

After this manner was a patient treated in 1821 
by one of the best French doctors of that day, and 
in a very similar way were patients then being 
treated in England and other countries. 

The administration of oxygen gas was the only 
item of the treatment which might to-day be 


employed. Removal of blood, strong emetics and 
poisonous doses of calomel were in vogue for 
almost every disease, though the thoughtful practi¬ 
tioners were beginning to discover that large and 
continual doses of calomel not only loosened the 
teeth of the patient but even destroyed the 
bones of the jaw. 

With regard to the suggested treatment by 
blisters I may tell you that nine years later, in 
1830, Prof. Trousseau wrote a detailed account of 
several cases of wound diphtheria occurring in 
patients who had either been treated for the disease 
by blisters or had had their skin blistered with the 
vague hope that it might prevent their catching 
diphtheria. Very little care was taken in those days 
to isolate infectious folk. Here is one instance 
among many: A young cow-boy called Maitre caught 
diphtheria from his mother and sister, and before he 
died gave the disease to another boy and a girl who 
slept in the same bed with him. The girl developed 
“ diphtheritic ulcers on the head ” before her 
throat was attacked, and was already very ill when 
she was taken by her mother to the farm of an 
uncle. She there passed some time with her rela¬ 
tives, playing with the children, as much as her 
sufferings permitted her. A few days after her 
death the children with whom she used to play 
became ill, and in the space of two months the 
mother and five children died of diphtheria. This 
facility for conveying a dread disease from one 
family to another almost makes one wonder that 
there were any children left surviving to spread it. 
In spite of these contact cases during an epidemic 
there were still able physicians in France at that 
time who could not see that the complaint was an 
infectious one. 

During the last half century there have been 
many epidemics of diphtheria in the United 
Kingdom, it having been imported from Boulogne 
in 1857. The first cases were in London and the 
southern counties of Kent, Essex, Surrey, Sussex, 
Hampshire, Devonshire and Cornwall, while in the 
two following years it spread with great rapidity 
over the whole country as far as the Scottish border. 
In spite of some remission in severity there were 
still, in 1863, forty-seven districts of England in¬ 
fected. In Scotland the diphtheria mortality 
gradually rose to 151 deaths in 1861, and even to 
478 in 1863, which represented 1*7 per cent, of the 
mortality from all causes. 
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Since 1893, *• e - during the last fifteen years, 
there has been a decline in the diphtheria death- 
rate of this country, but the deaths between the 
years 1894 and 1900 have still varied between 245 
and 291 per million. This diminution is associated 
with the introduction of the serum treatment. The 
disease has for years shown a marked tendency to 
prevail in certain districts, the two areas chiefly 
affected being as follows: the larger has its base in 
the south-eastern counties of Sussex, Hampshire, 
Surrey and Kent, and extends upwards through 
Middlesex, Hertfordshire, Essex, Cambridgeshire 
and Bedfordshire, and it occasionally includes 
Lincolnshire, Norfolk and Nottinghamshire. The 
second and smaller area has as its nucleus the 
whole of North Wales and the adjoining county of 
Shropshire, and tends to spread through Hereford¬ 
shire and other counties bordering on Wales, in 
some years extending into South Wales, Monmouth¬ 
shire and even across the Bristol Channel into 
Somersetshire. The first or south-eastern diph¬ 
theritic region is more constant than the other, 
which is sometimes called the western or Welsh 
diphtheritic area. The tendency for diphtheria 
occasionally to become epidemic is well seen in 
England and Wales, and each year a certain 
number of localized outbreaks are investigated by 
the medical officers of the Local Government Board. 

Diphtheria occurs in almost every part of the 
world from which we get statistical information. 

In Switzerland there is less prevalence than in 
most countries of Europe, while in Servia this disease 
is the cause of a higher death-rate than in any other 
European country. In 1894-5 there were actually 
9934 deaths in a population estimated at about 
2,300,000. Thus the deaths far exceeded those from 
any other disease or group of diseases, and consti¬ 
tuted as many as 15*6 per cent, of the deaths from all 
causes. All inhabited countries of the world suffer 
more or less from diphtheria, but in nearly all of 
them there has been a diminution in the death-rate 
since the introduction of serum treatment. For 
statistical purposes diphtheria and croup are classed 
together, because it is probable that most cases of 
fatal croup are really diphtheria. The deaths in 
England and Wales during the year 1906 were equal 
to the rate of 190 per million at all ages, the average 
rate of the preceeding ten years having been 264 per 
million, the two sexes having suffered similarly. 
Nine tenths of the deaths occurred at ages under 


ten years, and 60 per cent, within the first five 
years of life. In recent years the disease has been 
considerably more fatal in towns than in the 
country, contrary to former experience, for about 
the middle of last century diphtheria was looked 
upon as a disease of less inhabited districts, and the 
more populous industrial areas apparently enjoyed 
comparative immunity. Diphtheria is much less 
destructive to infants in their first year of life than 
any other year of the first five. The mortality, 
however, steadily increases from birth up to the 
end of the fourth year, and the special incidence 
from three to twelve corresponds with the time 
children are at elementary schools. The death-rate 
in adults and in old people is fairly insignificant. 

“ Diphtheria is apt from time to time to attack 
particular localities in the form of protracted or 
recurring epidemics, and again, after being pre¬ 
valent there for a series of years *it may subse¬ 
quently die out, and the locality then remain for a 
term of years comparatively free from the disease. 5 * 
We do not yet know all the predisposing factors 
which favour the occurrence of this malady, but 
“there is some ground for believing that those 
areas which favour the retention in the soil of 
moisture and of dead organic matter, and are 
exposed to the influence of cold, wet winds, do 
tend to the spread and fatality of diphtheria. 5 * 
But there are obviously other causes at work, such 
as the greater facilities of communication at the 
present day and the increasing crowding of 
children in schools at the susceptible ages. All 
through the year in this country we are liable to 
diphtheria, but judging from statistics extending 
over nearly half a century it would appear that the 
disease increases in amount about the second or 
third week of September, continues to increase 
during October and November, and decreases once 
more early in December. 

It was discovered some few years ago that scarlet 
fever prevalence is favoured by periods of drought, 
and it is quite possible that diphtheria, too, is 
influenced by deficiency of rain. For the disease 
we are considering is nearly always “ at a very low 
ebb during years of excessive rainfall, and is only 
epidemic during such years when the disease in 
the immediately preceding dry years has obtained 
a firm hold on the community and continues 
to spread, presumably by personal infection. 5> 
(Newsholme.) 
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Influence of schools as distributors .—Not only do 1 diminution of the notified cases both of scarlet 
children attending schools suffer more than I fever and of diphtheria during August, in con- 
children of the same age not at school, but school i sequence of the month’s holiday. Bacteriological 
attendance has been proved to spread the disease investigation has confirmed the suspicion, which has 
amongst a scattered population; indeed, in hitherto 1 long been entertained, that children and even 
uninfected households, children between three - adults may act as “carriers” of the infection 
and twelve years of age who at a given period \ without themselves exhibiting diphtheria symptoms, 
were attending school became infected five or six In old days the only means available of dis- 
times as often as children of the same age who at j covering infectious cases was by looking into the 
the same period were not attending school. For j throat, but, since the bacillus of diphtheria has been 
this reason schools have often been closed to recognised, it is possible to examine, by means of 
prevent the spread of infection. Some school | a lump of cotton wool mounted on a stick or probe, 
children suffer from sore throat without any 1 the mucus of noses and throats of those who have 
typical signs of diphtheria, and though the sore ! been in contact with a sick child. The bacillus is 
throat seems trivial, they are able to act as connec- often found in apparently healthy persons, such as 
ting links between one outbreak and another. J nurses, who are or have been in contact with a 
Some of these sore throats, when examined bacte- patient, but it is very rare to find it in other people, 
riologically, will reveal the special bacillus of Direct infection from one person to another. — 
diphtheria, and other children, when their sore This is so far as we know the most common method 
throats are almost forgotten, will later display a ^ by which the disease is spread, and there are ob- 
true diphtheritic paralysis, showing that the sore viously various occasions when the throat of the 
throat was really mild diphtheria. Hence the I healthy person is in close relationship with the 
importance of considering the mildest throat ! mouth and throat of the sick. Those most liable 
infection as possible diphtheria during an epidemic, f to infection are young persons who carry about in 
In his Milroy Lectures delivered before the Royal | their arms little children suffering from diphtheria, 
College of Physicians in 1891, Sir Richard Thorne i those who kiss the patients and the school children, 
made a summary of the various ways in which already referred to, who during school hours are 
school influence seems to be operative for mischief: | packed closely together and run a risk of inhaling 
(1) It brings together those members of the 1 particles from those of their comrades in whom the 
community who, by reason of their age, are most infection has not been diagnosed. Until a few 
susceptible to diphtheria. (2) The children are years ago isolated cases of diphtheria were treated 
placed and remain for many hours of the day in in the general wards of one of the largest hospitals 
exceptionally close relation with each other. (3) in London, and in spite of protests the custom was 
The closer the crowding and the greater the continued until a localized outbreak in the hospital 
hindrance to free movement of air, the greater the | buildings compelled the authorities to interfere, 
risk. (4) Faulty sanitary conditions of the school | Clothing .—The infection has long been known 

house and its surroundings, and such other con- | to hang about damp houses, improperly protected 
ditions as tend to a state of general ill-health, in so * from the wet ground, and there are instances on 
far as they induce sore throat, favour the reception j record of an outbreak occurring in a family a few 
of any imported diphtheria infection. (5) There are j days after the receipt of an article of bedding or 
reasons for believing that the assembling of | clothing from an infected house. In schools there 
children in elementary schools constitutes one of | have been instances of infection traced to the 
the conditions under which a form of disease of | common use of drinking cups, slates and pencils, 
particular potency for spread and for death may I which children are so fond of putting inio their 
be manufactured. (6) The practices of kissing and I mouths. 

of transferring sweetmeats from mouth to mouth— I Milk has been known since 1878 to be an agent 
practices more common among girls than boys— I for distributing this infection, and this fact has 
the joint use of drinking cups and the like, must served to explain many outbreaks which otherwise 
assist in the diffusion of diphtheria amongst school- seemed to be mysterious. Cases have been traced 
fellows. Further, in school children there is a j on many occasions to a special milk-supply and ex- 
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clusively to those persons making use of the milk 
in question. Milk may of course be tainted with 
diphtheria direct from a patient or from some one 
engaged in the milk trade unknown to be ill, and 
unfortunately milk, at the ordinary summer tem¬ 
perature of the air, proves to bean excellent culture 
medium for the bacillus. But it appears that on 
most of the occasions when diphtheria is communi¬ 
cated by milk, it is from the cow herself that the 
human subject contracts the disease. For the cow, 
especially one who has recently calved, is liable to 
a complaint which is communicable from one 
animal to another, and is associated with certain 
symptoms, including fever and an eruption on the 
udder and teats, called by cow-keepers 44 chapped 
teats.” This eruption passes through the various 
stages of vesicle, pustule, and scab or crusted ulcer. 
Further, the cow exhibits similar symptoms when 
she is inoculated with cultures of the diphtheria 
bacillus, the liquid taken from the cow : s eruption 
is found to contain the same bacillus, and lastly, the 
milk of such inoculated cows is proved to contain 
large numbers of the bacilli. 

These experiments were not confirmed until Dr. 
Dean and Dr. Todd studied an eruption on the 
udders of cows which was associated with an out¬ 
break of human diphtheria. Virulent bacilli were 
found both on the udders and in the cow’s milk. 
You will not be surprised to learn that people in 
easy circumstances who can afford to buy a plen¬ 
tiful supply of milk suffer more from this 44 milk 
diphtheria ” than their poorer neighbours who are 
obliged to buy it sparingly. 

Scarlet fever, like diphtheria, is sometimes spread 
by milk, and in several outbreaks of 44 milk sore 
throat ” which have been investigated by medical 
officers of health in England, it has been difficult to 
decide which of the two diseases was chiefly 
responsible. 

I give you this case (reported by Mr. H. J. 
Hutchens in 1906), to show you how diphtheria 
infection can be carried by milk: 

14 A village school was re-opened after the 
vacation on a certain Tuesday; on the following 
Thursday evening the schoolmaster's child, aet. 3 
years, had a sore throat, which was proved by 
bacteriological examination to be diphtheria. The 
following morning three or four children in the 
village who had attended school on the three 
previous days also developed the disease. The 


; schoolmasters child had not himself been to school, 
j neither had he been in contact with the other 
! children. This child only arrived in the village on 
the Monday night and there was no diphtheria in 
the place from which. he had come. The school 
itself had long been notorious for its lack of drainage, 

! and during the vacation a system of drainage had 
| been introduced, but was not completed before the 
school was re-opened. The surroundings both of 
the school and of the schoolmaster's house adjoin¬ 
ing were most insanitary and offensive. This, to 
the casual observer, was an undoubted instance of 
diphtheria due to ‘insanitary surroundings,' and 
the outbreak was in fact locally attributed to this 
cause. Inquiries were now directed to ascertain 
* whether there were any cases of diphtheria in the 
neighbouring village. Some four or five were 
discovered. These could not be explained on the 
i theory of direct contact, as they dated their illness 
| from the same period as the school children. The 
! question of milk supply was considered. It was 
then found that all the houses in which cases of 
diphtheria had arisen were supplied with milk from 
| the same farm. A visit was paid to the dairy farm 
some miles from the village, and it was there found 
that one of the milkers was complaining of a 4 sore 
throat.' Swabs were taken from his throat and 
from the throats of all the other people living at 
the farm house. Virulent diphtheria bacilli were 
found in three of these throats. Precautions were 
taken to prevent those harbouring the bacilli from 
having anything further to do with the milk, and 
! no further cases occurred in the village.” 
j Here is an instance in which infection was 
! undoubtedly conveyed by food ; reported by Park 
j and Beebe (1895). 

The child of a man who kept a sweet-shop 
developed diphtheria; there were four other children 
in the family, and these were in no way isolated from 
the sick, yet none of them developed diphtheria, but 
j the children who bought sweets at the shop and 
j other children coming in contact with them at 
! school developed diphtheria. The secondary cases 
' ceased to develop as soon as the sweet-shop was 
closed. 

Diphtheria in lower animals .—The cow is not 
the only animal from which diphtheria can be 
conveyed to man. Besides various birds such as 
pigeons, turkeys and chickens, which have often 
! been suspected, it seems certain that the cat is a 
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means of infection. There are numerous instances 
of cats conveying diphtheria ta children: and of cats 
contracting diphtheria from human patients. Dr. 
Bruce Low, in reporting to the Local Government 
Board on an epidemic in Enfield, came to the 
conclusion that the diphtheria which he met with 
in the cat was probably first contracted from a 
human, then communicated from cat to cat, and 
then transferred again from a cat to the humans. 

Cat diphtheria, according to Dr. Klein, is very 
similar to the disease artificially produced in that 
animal by inoculating it with human diphtheria. 

Dr. Low gives this account of a case in which 
a cat appears to have been the carrier of infection. 

A little boy was taken ill with what ultimately 
turned out to be diphtheria. On the first day of 
his illness he was sick, and the cat, which was in 
the room at the time, licked some vomited matter. 
In a few days (the child meanwhile having died) 
the animal was noticed to be ill, and her sufferings 
were so severe and so similar to those of the dead 
boy that the owner had her destroyed. During the 
early part of its illness this cat had been let out at 
nights in the back-yard as usual. A few days later 
the cat of a neighbour, who lived a few doors 
further off, was noticed to be ill. It had also been 
out in the back-yard at night. This second animal, 
which, however, recovered, was the pet and play¬ 
fellow of four little girls, who, grieved at the illness 
of their favourite, nursed it with great care. All 
four girls developed diphtheria, their mother being 
convinced that they got it from the cat, and, indeed, 
no other knowm source of contact with infection 
could be discovered. 

General sanitation ,—Since about the year 1870 
overwhelming progress has been made in England 
and Wales in improving the general hygiene of the 
country, including water supply, sewerage and 
drainage, the disposal of refuse and excreta, and 
the ventilation and aeration of dwelling houses. 
As a direct consequence, the general mortality 
from all causes has diminished from 22 per 
thousand living to 17 *6 per thousand, the corres¬ 
ponding rate from the seven chief infectious diseases 
has fallen from 4*8 to 2*2, and the death-rate from 
typhoid fever alone has dropped from 0*37 to o*iy 
per thousand. 

If we are to look upon diphtheria as a “filth 
disease,” one dependent on insanitation, we should 
naturally expect some corresponding decline in the 


j diphtheria death-rate. The reverse is the case 
j for the diphtheria mortality in England and 
| Wales has gone up from 0*12 to 0*27, an increase 
I of more than double, and in London and other 
' large cities the increase has been even greater, for 
it has more than trebled. But we must not assume 
from these figures that insanitary surroundings are 
not a predisposing factor in the spread of this 
disease. 

We all know that certain susceptible individuals 
develop a sore throat after they have been exposed 
to noxious smells, especially those connected with 
faulty drainage, and any sore throat, however 
it has been brought about, is peculiarly favourable 
to the reception and growth of the diphtheria 
bacillus. For instance, children liable to chronic 
sore throats are found to be predisposed to catch 
diphtheria; convalescents from scarlet fever and 
i measles, in both of which complaints the throat 
loses its protective film of epithelium, are very liable 
I to get diphtheria, though there does not seem to 
, be quite the same liability for diphtheria con- 
i valescents in fever hospitals to contract measles 
and scarlet fever. 

We may accept the statement that an unhealthy 
state of the interior of the throat affords a soil 
which is favourable to the growth of the diphtheria 
bacillus, and therefore any dirty conditions which 
favour the begetting of sore throats render people 
especially liable to the diphtheria infection. 

You will see from what I have said that by no 
means the last word has yet been written on the 
1 actual causation of diphtheria poisoning, but I 
I hope I have made clear three points: (1) That 
close contact of children at school accounts for a 
very large share of the increase in the disease; (2) 

I that many cases are due to infection from con- 
| valescents or from those who carry the bacillus 
without knowing they are ill; and (3) that the 

| agency of milk is a potent factor. 

1 

Prevention of the Disease , General and Domestic, 

Among the general measures which may lessen 
J the chance of contracting diphtheria, we must re- 
| member that families with a special tendency 
! towards sore throats must be more careful than 
others, that cold, wet winds should be shunned 
rather than courted in choosing a residence, and 
that we should avoid a damp soil, which has the 
art of retaining organic refuse. It seems almost 
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futile to tell you that sunlight and air are the 
necessary and proper surroundings of a house, and 
yet how often do we see, in the country, family 
seats buried in a hollow, surrounded by healthy, 
air-blown hills, with garden paths covered with 
green, damp moss even in the driest summer, and 
with shrubs and trees growing right up to the 
windows of the mansion. Onr ancestors built 
their houses in a dell, partly for protection, but 
chiefly to get plenty of water. If for sentimental 
reasons we cling to these old-fashioned dwellings, 
not one of which is provided with a damp-proof | 
course to keep the wet of the ground from rising 
up the walls and through the tiled floors, we are 
courting disaster in the shape of more troubles 
than diphtheria. * On former occasions I have told j 
you why we, who live in cities, must see that our 
milk is boiled before we drink it, unless we can j 
guarantee the purity of the supply all the way from j 
a healthy cow in a clean stable to the mouths of 
our children. As regards this one disease, if you 
raise the temperature of milk to i4o°F. and keep 
it there for five minutes, you will destroy any diph- I 
theria bacilli which chance to be in it. By boiling 
milk you are able in addition to protect yourselves 
from the various milk infections of scarlet fever, 
typhoid fever, summer diarrhoea, and tuberculosis. 

Domestic animals are best kept out of the 
patient’s room, and all sick animals should be pre¬ 
vented from playing with children. I have told | 
you how dangerous cats may be as carriers of diph- , 
theria, and yet how often one sees a sick child in 
bed with a pet cat asleep beside it. What guar- j 
antee have you for supposing that that cat has not 
lately paid a visit to another cat suffering from 
diphtheria ? 

The diphtheria patient must be notified by a 
doctor, and is usually removed to an isolation 
hospital to prevent the spread of the disease to 
others. Where there is no isolation hospital in the 
neighbourhood the patient must still be removed 
from others, and especially from all children. A 
room at the top of the house can sometimes be 
utilized, for this or the whole upper story may be 
surrendered to the patient and the nurse. The 
bedroom itself should have the window open, and 
the rest of the house may be partly protected by 
hanging sheets on the outside of the patient’s bed¬ 
room door, but these sheets are useless unless they 
are kept constantly wet with a disinfecting fluid. 


All mucus from the nose, mouth and throat, 
together with rags used for cleaning these cavities, 
should be burnt at once, all cups, spoons, etc., 
should be plunged into boiling water before they 
are cleaned, and no article which enters the sick¬ 
room ought to be returned to the healthy members 
of the household. It must be remembered that 
these precautions must be continued not only when 
the child is tossing feverishly in bed, but also 
during a rather protracted convalescence. It is 
difficult to believe that a convalescent child, full of 
spirits, who can hardly be kept in bed, may contain 
in his throat bacilli similar to those which he had 
when he seemed at death’s door. Precautions 
must not be relaxed until a throat swab shows 
three different times no contamination of diphtheria 
when examined in a bacteriological laboratory. I 
need hardly say that the sick room or rooms must 
be thoroughly disinfected after the illness. I have 
spoken at length about the especial facilities for 
contracting diphtheria during school life. The 
only safe rule for a boarding school is to regard 
every case of sore throat as infectious, to have any 
suspicious throat bacteriologically examined, and 
to isolate the owner of the throat until it is 
certain that the suspicions are ill founded. If, in 
spite of rigid isolation, dropping cases continue to 
occur in the school, there is nothing for it but to 
break the term and resort at once to cleansing and 
disinfection. 

In our elementary day schools early attacks of 
diphtheria have too often been neglected or over¬ 
looked, but of late years more systematic examina¬ 
tion of throats has been carried out, and even 
apparently healthy “carriers” have been isolated 
when the parents have proved willing. 

Whenever diphtheria breaks out in a family, 
that fact alone is a reason for excluding any member 
of that family from school, and legal powers to 
effect this and even to close schools are given 
under the Education Code to local sanitary 
authorities. The re-opening of schools after they 
have been closed has often been the means of 
increasing the number of diphtheria cases, doubt¬ 
less due to the fact that the bacillus lurks in the 
throats of some of the convalescent children much 
longer than used to be thought probable. Bacilli 
have been found alive in throats several weeks 
after the throats looked quite healthy to the medical 
eye, and Dr. Graham Smith has reported the case 
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of a healthy child, whom he kept under observation, 
and who harboured diphtheria bacilli for ninety- 
four days. | 

Though it is still quite possible to diagnose | 
diphtheria without the help of the bacteriologist, it 
is impossible to decide when the throat is free from 
danger without his concurrence. Therefore his 
examination of material from every individual case 
is advisable, bui, if that is impossible, it may be laid j 
down as an axiom that no child should return to ' 
school from any household where diphtheria has 
been “ until at least two weeks have elapsed since 
the last indication of throat-mischief in any one of 
the family concerned.” 

Whenever sore throat of any kind is discovered 
kissing should be discontinued. The use of anti- ! 
toxin as a preventive is highly to be commended, j 
and should be used much more than it is in this 
country. 
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December 13th , 1909. 

WITH MR. BIDWELL 
IN THE WARDS OF THE WEST 
LONDON HOSPITAL. 

Appendicitis with Abscess. 

This man had acute appendix trouble, and Mr. 
Pardoe operated upon him a short time ago. Later 
the patient was seized with an attack of abdominal 
pain, and felt feverish. The pain continued for the 
next day, but afterwards he felt better until Novem¬ 
ber 5th, when he sat up in his room. It is often 
noticed that when an abscess forms after an acute 
attack of appendicitis it usually does so when the 
patient has been allowed to get up within a few 
days of the attack. This patient, as I have said, 
got up on November 5th, and on the next day he had 
severe pain across the abdomen, with some vomit¬ 
ing, and he came into the hospital; he then had a 


caecum was not adherent to the anterior abdominal 
wall, and therefore in opening the abscess he had 
to go through the peritoneal cavity. A counter¬ 
opening was made in the loin, and both wounds 
were drained. It is draining very well. In this 
class of case no search is made for the appendix, 
and no further operation will be necessary if the 
wound heals soundly and the patient is free from 
pain. 

Ruptured Duodenal Ulcer . 

This next patient is an exceedingly interesting 
case. His age is 52 years, and nearly all his life he 
suffered from indigestion. He was always worse if 
he had been worried over business matters. He had 
pain usually immediately after food, sometimes 
accompanied by vomiting, but never by haema- 
temesis. He had never had melaena. Five years 
ago he was admitted into St. Bartholomew’s 
Hospital for a sudden attack of pain and vomiting. 
He was in three weeks, and since then he has been 
all right, except for several attacks of indigestion, 
which, however, have not compelled him to lie up. 
On November 15th the patient was not at all well, 
but he went to the City as usual. On the 16th he 
could not go to work. On the 17th he felt much 
worse, vomited several times, and was in great pain, 
j and on the 18th, about mid day, he felt as if 
j something had given way. He had very acute 
pain in the abdomen, which doubled him up, and 
he vomited. According to the statement of the 
doctor who brought him up, the vomit was stercora- 
ceous. The pain was so acute that he was given 
morphia. That was at mid-day. He reached here 
I about 1.30, and he then was in very acute pain, his 
abdomen was retracted and rigid, there being a 
j board-like rigidity in the upper part, not so marked 
in the lower part. There was no distension and 
no loss of liver dulness. The pulse was 92 and 
the temperature 96*4° F.—in fact he presented 
evidence of severe collapse. Although he had hiad 
half a grain of morphia he was just beginning to 
get acute pain again. The history of that old- 
I standing indigestion combined with this sudden 
I acute pain, followed by vomiting and with this low 
! temperature of 96° F., and the rigid, board-like 


pulse and temperature of 100, his tongue was dirty, condition of the abdominal walls, is what one 
and there was a definite lump in the region of the expects with rupture of a gastric or duodenal ulcer, 
appendix. When Mr. Pardoe operated he found He has had no attack of jaundice : this point was of 
that the abscess was behind the caecum. The importance, for we had to consider whether his 
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condition might be due to gall-stone trouble, since 
acute inflammation of the gall-bladder, with possible 
rupture of the bladder, would produce very much 
the same symptoms. The report of stercoraceous 
vomiting was very confusing, and made one hesitate 
about giving an absolute diagnosis of rupture of 
gastric or duodenal ulcer. I think the supposed 
stercoraceous vomiting was due to the presence 
of altered blood. I opened the abdomen by an 
incision to the right of the middle line. One 
would open to the right of the median line in 
suspected duodenal ulcer because then one would 
come down more in the site of the rupture. As 
soon as the abdomen was opened some stomach or 
duodenal contents escaped, and a slight puff of gas 
came out, but there was not enough free gas in the 
peritoneal cavity to cause obliteration of the liver 
dulness. A hugely dilated stomach presented in 
the wound, and this dilated stomach quite prevented 
one from finding out where the rupture had taken 
place. So before searching for the rupture, I did 
a posterior gastro enterostomy in order to drain 
the stomach. After the gastro enterostomy was 
completed the stomach collapsed, and we were 
able to examine further. We found an ulcer on 
the anterior surface of the first part of the 
duodenum which had ruptured. That was closed 
with Lembert sutures, invaginating the ulcer into 
the lumen of the gut. Three layers of Lembert 
sutures were inserted, which not only invaginated 
the ruptured ulcer but also completely blocked the 
duodenum at the site of the ulcer. This was done 
to prevent ihe stomach contents from passing the 
pylorus, and so acted in the same way as occlusion 
of the pylorus after a gastro enterostomy. After 
that we drained * the abdomen. The way I 
always drain the abdomen is to make counter- 
openings, as you see I have made in this case. 
The counter-openings are in each loin, just below 
the tip of the last rib. An incision is made through 
the skin and fascia over the muscles, and a large 
pair of Spencer Wells forceps is pushed through 
on to one’s finger inside the abdominal cavity. A 
drainage-tube is then inserted from the anterior 
abdominal wound and pulled out of the loin, leaving 
about two and a half inches in the abdominal 
cavity. The object of those lateral drains is to 
drain the subphrenic spaces. A third incision was 
made just above the pubes in the same way, first 
a stab puncture upon the finger passed down under 


the abdominal wall, and a pair of Spencer Wells 
forceps pushed down through this opening into the 
pelvis. The abdomen was flushed out with saline 
and the original wound was completely united. 
The next point in the treatment was to sit the 
patient up as soon as possible after getting back to 
bed. The reason for sitting up these ruptured 
ulcer cases is to encourage any extravasated fluid 
to track down into the pelvis rather than into the 
subphrenic spaces. The result was that practically 
all the discharge came from the pelvic wound ; 
there was very little from the lateral drains. The 
right lateral tube was taken out on the fourth day. 
But the drainage-tube in the other side seemed 
very fixed, and so it was left Some of you. saw me 
| take it out on the eighth day ; it required consider¬ 
able force to remove. When these tubes get stuck, 

I the first thing to do is to inject some peroxide of 
| hydrogen, and you must never try to pull them out 
but twist them out, and then they will come more 
I easily and their removal will cause less pain. The 
I removal of this second tube caused this patient a 
good deal of pain, but it passed off* very quickly. 

I The main abdominal wound healed perfectly and 
; everything seemed to be going well until December 
j 2nd, that is to say a week after the second tube 
was removed, when the patient suddenly com- 
I plained of acute pain on the right side of his 
I abdomen; it was so acute that he had to be given 
morphia. The next day, although he had no 
temperature, he still complained of pain, hiccough, 
vomiting and constipation. We then examined his 
l abdomen and found there was some suppuration in 
the anterior wound, and we thought that might 
I account for his pain. A little incision was made 
and Bier’s cups were applied, and a certain amount 
I of pus was discharged. We also noticed that the 
I abdomen itself was considerably distended. Having 
let out this pus he seemed relieved for a couple of 
days, and he then started vomiting, and vomited 
| a very large amount. On December 3rd he vomited 
I a pint, and on December 4th nearly three pints. 
Some of it looked rather brown, as if it was very 
nearly stercoraceous. At the same time his 
j abdomen was considerably distended, and one 
| could see the distended coils of small intestine 
under the abdominal wall. Here was a very diffi- 
i cult matter, to decide whether we should re open 
, the abdomen and find out what was the cause of 
i this obstruction. If you re-open the abdomen, 
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very often the shock of the second operation so 
shortly after an operation so severe as that for 
ruptured duodenal ulcer is more than the patient can 
stand. But if you leave the patient too long with 
vomiting from intestinal obstruction, the patient’s 
strength sooi. becomes affected, and it would be too 
late to do any operation when the obstruction is 
complete. I thought the best plan was to treat him 
with enemata. He had oil and turpentine enemata 
given twice a day. After these he passed flatus, 
and on the third day the bowels acted freely. After 
this the distension subsided, and now he is con¬ 
valescent and getting about. What was the cause of 
that subacute obstruction which he had fourteen 
days after the operation ? I think the explanation 
is this: that a piece of small intestine was 
probably adherent to the drainage-tube on the 
right side, and that when we removed the drainage- 
tube we damaged the peritoneal covering of that 
piece of small intestine, and that it subsequently 
became adherent to the abdominal wall at a 
different place, and the adhesion probably pro¬ 
duced the condition which is usuallycalled “pseudo¬ 
ileus ”—that is to say, there was an adherent intes¬ 
tine, a kink took place where it was adherent, and 
that caused temporary obstruction. By clearing out 
the intestine below by means of enemata, evidently 
this kink became unravelled, and most probably 
the adhesion has stretched sufficiently to allow the 
intestinal contents to pass on without further 
trouble. A satisfactory part about this case of 
ruptured duodenal ulcer is that as a gastro¬ 
enterostomy has been performed, he will be cured 
of his old-standing disease as well as of his acute 
condition. 

Acute Appendicitis; Abscess. 

Here is another boy with an appendix abscess. 
He was taken ill on December 1st with acute pain 
in the lower part of the chest, and vomiting. Next 
day he felt better, but for several days he vomited. 
He felt better for the next three days, and on 
December 7th and 8th w*as allowed to get up and 
go about. So here is exactly the same result of 
getting up as in the first patient we saw. On the 
third day after he got up he had more pain in the 
lower part of the abdomen, and we found a 
definite prominent swelling on the right side of the 
umbilicus. On looking at the abdomen one saw 
a prominence, and it was dull on percussion. 


There was no sign of inflammation in the rest of 
the abdomen, but by the bowel a tender mass 
could be felt. As the lump was near the umbilicus 
the incision was made through the rectus muscle 
instead of in the ordinary situation. On opening 
the peritoneum it w*as found that there were no 
adhesions between the peritoneum and the mass, 
which consisted of small intestine ; we did not see 
the caecum at all. The abscess was opened by my 
I house surgeon, Mr. Twigg. He put his finger 
round the outer side of this swelling, and gradually 
* separated the adhesions until he got to the posterior 
surface of the caecum, when he let out about an 
ounce of pus. Then he made this counter-opening 
! in the loin. It is made just above the crest of the 
ileum, a stab puncture through the skin and 
muscular tissues, and a large pair of forceps run in 
through this opening on to the finger in the ab¬ 
dominal wound. The tube is then pulled back so 
as to lie entirely in the sac of the abscess cavity, 
and a small gauze drain is passed down through 
the anterior abdominal wound to the opening in 
the abscess. The patient is going on all right. His 
temperature came down immediately after the 
operation—it had been ioi° F. before—and it has 
not risen much above 99 0 F. since. On Saturday 
he had a faecal discharge from the posterior wound 
and some more yesterday, but you see there is 
nothing on the dressings to-day. The gauze plug 
down to the abscess cavity was taken out on the 
third day. The remainder of his abdomen, as you 
will see, is soft and nice. This tube we shall leave 
in for at least a week, especially if there is any 
further faecal discharge. I leave the posterior tube 
in until the anterior wound is practically healed. 
That faecal discharge was probably coming from 
the rupture in the appendix itself, and does not 
mean there is any rupture in the wall of the caecum. 
It is not likely that any further operation will be 
necessary. 

Carcinoma of the Stomach . 

I Here is an old man with carcinoma of his 
stomach. He came in with symptoms of chronic 
intestinal obstruction, having had very great 
difficulty with his bowels, and a history of a con¬ 
siderable amount of vomiting when he had those 
j obstructive symptoms. The symptoms did not 
1 seem to be acute and his bowels acted after an 
j enema. There was at that time no distension of 
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his abdomen. All that we could find before the 
operation was some tenderness in the upper and 
outer segment of the abdomen. I did an explora¬ 
tion on him and found his large intestine quite 
healthy. He is suffering from a large growth on 
the lesser curvature of the stomach, which is 
adherent to the pancreas, and there are enlarged 
glands extending up to the hilus of the liver. This 
patient was very weakly and I did not think it 
justifiable to do a gastro-enterostomy upon him, as 
this would have added considerably to the shock, 
and as the pylorus is not affected the benefit from 
gastro-enterostomy is very slight. He has had no 
vomiting since, and I think that he would have had 
just as much pain if gastro-enterostomy had been 
done. 

Inguinal Hertiia ; Radical Cure . 

Here is a man who had a left inguinal hernia. 
He had suffered from rupture for twelve months, 
the pain being violent whenever he exerted himself. 
The rupture did not extend beyond the external 
ring. A radical cure was done and he had pain 
for about three days afterwards. Pain does some¬ 
times occur after these radical cures of hernia. 
Sometimes it is from closing the external ring a 
little too closely, so that there is some pressure on 
the cord, and in other cases it means that the ileo- 
inguinal nerve has been caught up in one of the 
mattress sutures which are used to unite the con¬ 
joined tendon to Poupart’s ligament. I expect 
that was the cause in this case. One cannot see 
the branches of the inguinal nerve. After an 
operation for radical cure of hernia the patient 
should be in bed for at least a fortnight, and to be 
on the safe side a month is preferable. 

Double Inguinal Hernia ; Radical Cure . 

Here is a man who had a considerable sized 
inguinal hernia on the left side, for which he had 
worn a truss for some time. On the right side he 
had marked impulse on coughing. There was a 
history of hernia, but no definite hernia was felt. 
For the hernia on the left side we did a radical 
cure by Halsted’s method. I explored the right 
side, and found a very small sac. There was also 
the remains of the funicular process of the peri¬ 
toneum, which, however, was not in communication 
with the small hernial sac. Curiously enough on 
the side on which there was only the impulse on 
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| coughing he has had trouble. Some suppuration 
j has occurred, but this suppuration is entirely local. 

On the other side, where there was a big hernia, 

! the wound has healed up perfectly. The only ex- 
; planation one can give to you about suppuration in 
hernia cases is the impossibility of disinfecting the 
skin in the neighbourhood of the scrotum. My 
incision here had to be carried down rather far 
towards the scrotum, and I am afraid that that is 
the explanation of the infection. I had to lengthen 
1 the incision, because the operation was not easy 
I without. The sinus is being treated by Bier’s 
suction cups. Any suppurating wound is treated 
by these suction cups. The cup is put on for three- 
quarters of an hour a day. It is kept on for six 
minutes, then an interval of three minutes is given, 
and it is re-applied for six minutes. There is no 
doubt that sinuses heal up very much quicker 
under this Bier’s treatment, and it has this 
advantage, that you do not have to put on con¬ 
tinuous fomentations. If you apply fomentations 
| wounds are apt to get sodden. With the Bier’s 
| treatment, after the suction cup is removed an 
ordinary dry dressing is applied. If you are wearing 
I gloves at the operation and you have your ligatures, 

J instruments, and swabs sterilised, it seems to me 
there is only the patient’s skin to account for the 
suppuration. Mr. Twigg suggests, however, that 
the collodion brush may be a cause of it. When 
the left side was completed a collodion dressing 
| was put on. Of course there is a possibility that 
one may infect the gloves from the brush, although 
I its handle is always covered with gauze. 

Femoral Hernia ; Radical Cure . 

The next case is one of femoral hernia. This 
man had a considerable sized femoral hernia on 
the right side; it was an interesting case. Some 
j of you saw him before the operation. It had been 
suggested that it was an interstitial hernia, on 
| account of its large size, and because the greater 
part of it was situated above Poupart’s ligament. 

I The sac had spread out above Poupart’s ligament. 

| Of course in these femoral herniae, when they get 
, of any size, the sac spreads very often upwards 
I just as much as downwards. It contained a con¬ 
siderable amount of omentum, which was adherent 
to the sac, and I had to divide a good deal of 
omentum. I remarked at the time that the liga¬ 
ture of the omentum often produces, troublesome 
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vomiting. Contrary to my anticipation this patient 
has had no vomiting at all, neither has he suffered 
any pain since the operation. To perform the 
radical cure we dissected up a flap of the fascia 
over the pectineus muscle, and sutured this to 
Poupart’s ligament. That was done nine days ago. 

Acute Appendicitis ; Abscess : Secondary Pelvic 
Abscess . 

Here is another appendix case. This boy was 
well until December 7th, at which date he had an 
attack of pain and vomiting. On the 8th the pain 
was worse, but there was no vomiting. On the 9th 
the condition was much the same. He was given 
an enema, but with only slight result. The pain 
now became much more severe, but he had not 
vomited since December 7th. This patient was not 
allowed up, and he was sent to the hospital on the 
fourth day after the acute onset. When he was j 
admitted he did not look particularly ill. His 
temperature was ioo°F., pulse 96, fairly good, 
tongue dirty, but not dry. The abdomen moved 
freely, and was not distended. He was tender over 
the appendix region, the right rectus was rather rigid. ! 
An indefinite mass was felt, and the percussion 
note was impaired. There was no dulness in the 
flanks. As his temperature was only ioo°F. and 
his pulse 96, and his abdomen was moving freely, 
and there was no absolute dulness over the tender 
region, he was allowed to wait for twenty-four hours. 1 
On the next day, that is to say, December 1 ith, his 
temperature was still only ioo° F. and his pulse had 
not increased in frequency, but he had more rigidity 
of his right rectus. There was distinct dulness in the 
right inguinal region, and a more definite mass 
could be felt. There was no question that pus had 
formed, so his abdomen was opened on December 
nth. The incision in this case was the ordinary 
McBurney’s incision, that is to say, division of the 
aponeurosis of the external oblique, and separation 
of the fibres of the internal oblique and transversalis, j 
and then opening the peritoneum. In this case 
1 he peritoneum was adherent to the caecum, and in | 
separating the peritoneum from the caecum for a I 
little distance in a direction downwards and j 
outwards we got into the abscess cavity. The I 
abscess cavity contained one ounce of pus. We * 
made the ordinary counter-opening in the loin, i 
passed in a tube, and put a gauze drain into the | 
anterior incision. The rest of the wound was 


closed. This boy for the last two days had had 
attacks of griping pain. There is now some 
swelling above the pubes and dulness over the 
area, and if it is not a distended bladder it means 
that he has an abscess in the pelvis. The rest of 
his abdomen is quite soft and moves’ well. There 
is a good deal of ballooning of the rectum in this 
case. We shall make an opening in the middle 
line and a counter-opening in the rectum. You 
have to keep a careful watch on these appendix 
abscesses after they have been opened in case 
there is any further collection of pus. 

Retention of Urine . 

Here is a man who had an old stricture with 
retention. Mr. Pardoe operated upon him yester¬ 
day. His pulse was 124, and he had a very dry 
tongue. He had internal urethrotomy done and a 
catheter tied in. He is having urotropin for his 
urine, and we are giving him plenty of fluids to 
drink. The great thing in these cases of old 
stricture is to give the patient plenty of fluid to 
drink, the idea being to thoroughly flush out the 
kidneys, for there is certain to be some extension 
of inflammation to the pelvis of the kidneys. 

Duodenal Ulcer; Gastroenterostomy . 

This woman, aet. 39, has had a history of indiges¬ 
tion for six years. She had pain about two hours 
after food usually. At times she was free from pain 
for a month or two, and then it would return as 
severe as ever. Another symptom which she had 
was hunger-pain, that is to say she had to take 
food to bed with her at night, and the taking of 
that food relieved the pain. That is one of the 
most important signs of an ulcer, either just in the 
duodenum or absolutely at the pylorus. She had 
never had haematemesis, and there has not been 
any history of melaena. For the last few weeks the 
pain was practically continuous. The stomach was 
washed out and the stomach contents analysed, and 
found to contain free hydrochloric acid and no 
acid lactates. Of course free hydrochloric acid is 
always present in cases of ulcer. The stomach was 
inflated with air and was found to be of normal 
size. The diagnosis which was made was either 
gastric or duodenal ulcer. The abdomen was 
opened and a deep indolent ulcer was felt at the 
pylorus. You could see this ulcer from the outside 



158 The Clinical Journal. ] 


MR. BIDWELL. 


[ Dec. 15,1909. 


on the anterior surface of the pylorus, and there 
was a definite scar, and by invaginating the stomach 
wall into the pylorus with one’s finger one could 
feel the excavated surface of the ulcer on the inner 
side. The ulcer was a pyloric ulcer, because it was 
practically just at the junction of the duodenum 
and stomach. I did a posterior gastro-enterostomy 
in the ordinary way, and then I occluded the 
pylorus over the ulcer. I passed Lembert sutures 
on each side of the ulcer, tied them, and then 
passed two other rows of Lembert sutures, com¬ 
pletely invaginating the anterior and lateral walls of 
the pylorus upon itself. And that produced 
complete occlusion of the lumen of the pylorus. 
This patient was sick several times on the day 
after the operation. The operation was done on 
the 10th ; on that day she was given drachm doses 
of hot water by the mouth, and she had half a pint 
of saline by the rectum every four hours. On the 
day after the operation she was given albumen- 
water, barley-water and raisin tea in ounce doses. 
On the 12th she had three ounces at a time every 
two hours, and she had no pain on taking this. 
On the following day she was put on Benger’s food, 
custard, tea and broth. After five days you can 
give any kind of food to a case on which you have 
done gastro-enterostomy. I shall now order her 
fish or chicken, whichever she prefers. 

Subacute Appendicitis; Piece of Glass in Appendix; 

Ovarian Cyst; Femoral Thro?nbosis. 

This is a girl who had appendix trouble. The 
history of it is somewhat curious. She came in 
here with a history of having been two years ago 
in the Great Northern Hospital with haematemesis, 
and of having had indigestion ever since. She was 
admitted on November 19th with a history of 
having been suddenly seized with severe sharp 
pain across the upper part of the abdomen. She felt 
faint and fell down but did not lose consciousness. 
She had not been feeling well the day before. 
There was no vomiting, except after taking some 
peppermint-water. I want you to notice the 
history of the previous haematemesis and indiges- | 
tion, and the sudden onset of sharp pain across the 
upper part of the abdomen, which was suggestive 
of rupture of a gastric ulcer. However, the abdo¬ 
men was slightly distended in the lower half, and 
the lower part was held rigid while the upper 
part moved on respiration. This helped us to 


I distinguish between a ruptured gastric ulcer and 
commencing appendicitis, since if there had been 
ruptured gastric ulcer the rigidity would have been 
in the upper part of the abdomen, whereas the 
rigidity here was in the lower part and the stomach 
region was flaccid. She was kept in bed, and her 
[ temperature came down to normal after three or 
* four days. After another four days it rose again, 
and you see by the chart it went up to io 3°F. 
When I saw her her temperature was 102° F. She 
had tenderness on pressure in the right iliac fossa, 
no dulness, and scarcely any rigidity of the right 
rectus. I thought this was a case in which most 
probably there was pus in the appendix itself, and 
under those circumstances I thought we had better 
do an operation at once. I opened the abdomen 
and found there were no signs of inflammation in 
the peritoneum. The appendix had numerous 
adhesions, some of which were old and firm. It 
was situated right behind the caecum, and ran up 
posteriorly and externally. The adhesions were 
broken down and the appendix removed. The 
stump was buried in the usual way. On opening 
the appendix its lumen was found to contain a 
three-cornered piece of glass about the size of a 
tooth, and this was coated with faecal matter. In 
addition there was some faecal matter in the 
appendix, and the mucous membrane was intensely 
inflamed and ulcerated where the foreign body 
was. As we had a history of old ovarian trouble 
we examined the ovaries and found the left one 
healthy, but the right had multilocular cysts, and 
so was removed. The patient had a normal 
convalescence until the eighth day, when she com¬ 
plained of pain in her left leg and foot. A tender 
swelling could be felt over the femoral vein. She 
evidently had thrombosis. The left leg was placed 
on sandbags. There was nothing abnormal about 
her heart or lungs. The treatment was to cut off 
eggs and milk, and give citrate of soda in twenty- 
grain doses three times a day. She was also put on 
an iron mixture. The swelling of the ankle is less, 
her temperature is now normal, and her pulse is 
down again. These attacks of femoral thrombosis 
after abdominal operations are very interesting. 
Although this was a case in which the abdomen 
was opened on the right side of the middle line and 
the appendix and the right ovary were removed, 
yet she got femoral thrombosis in her left femoral 
vein. Several theories are advanced to explain 



The Clinical Journal.] 


MR. BIDWELL. 


[ Dec. 15,1909. 159 


this occurrence of thrombosis after abdominal 
operations. One is, that the abdominal walls are I 
injured by retractors and that thrombosis forms in 
the deep epigastric vein. It would be easy to explain J 
a thrombosis in the right deep epigastric vein 
spreading to the right femoral vein, because the 1 
deep epigastric vein goes into the femoral vein, j 
But it is much more difficult to explain it spreading | 
into the left femoral vein. The only way it could : 
spread there is through the right femoral vein, the 
external iliac and the common iliac veins. That is 
a very round-about way for thrombosis to occur. ' 
The reason given for the left femoral vein being 
affected more commonly than the right is, that the 
pressure of the sigmoid in the left iliac fossa causes 
an obstruction to the flow of blood through the 
left external iliac vein and the diminished blood- 
flow so produced favours thrombosis. It is most 
probable that an attack of thrombosis in a 
femoral vein is simply an evidence of the special 
liability of the blood to coagulate. You know it is 
not uncommon in cases of typhoid fever for femoral 
thrombosis to occur, and most of the cases of 
femoral thrombosis with which I have to deal 
occur in patients who are fed upon milk. The 
reason milk has a tendency to produce coagulation 
of the blood is that it contains a very large amount 
of calcium salts. The proportion of calcium salts 
in milk is 1 in 600, and excess of calcium salts in 
the blood favours coagulation. So that if we have 1 
thrombosis occurring we always immediately cut 
off the milk. This patient was taking two pints of 
milk a day shortly before the thrombosis occurred, 
and she was also having eggs, which contain a lot 
of calcium salts. We have knocked off the milk 
and eggs from the diet and put her on sodium 
citrate. That has the power of neutralising the 
calcium salts and decreasing the coagulability of the 
blood. Other things which decrease the coagula¬ 
bility of the blood are alcohol, tobacco, and oxygen. 
And of course anything which increases the force 
of the circulation decreases the coagulability of the 
blood, and therefore such things as tonics—strych¬ 
nine, etc.—are also indicated. Thrombosis when 
confined to the femoral vein is of no particular 
danger ; the danger is that a thrombus may get into 
the pulmonary artery. But by knocking off the 
milk and endeavouring to reduce the coagulability 
of the blood there is not much danger of the 
thrombus spreading. 


Pyelitis ; Nephrectomy . 

This patient had, for one year, pain on the right 
side in the region of the right kidney. The pain 
was not paroxysmal in character, but was persistent 
and aching. We had her cystoscoped, and Mr. 
Pardoe passed catheters into both ureters. On the 
right side he passed the catheter into the pelvis of 
the kidney, and perfectly clear water came out of 
it. On the left side he found he could not pass 
the ureteric catheter further than about four inches, 
and that of course would correspond to some 
blockage about the brim of the pelvis. That rather 
bore out the history that we had, that she had a skia¬ 
gram taken at Guy’s Hospital and had been told 
she had a stone impacted in the left ureter. We 
*ook a skiagram here but could not find any trace 
of stone. Moreover, the symptoms were not like 
those of stone in the ureter, because the pain was 
not of the violent paroxysmal character which is 
usually associated with renal calculus; it was more 
a continuous aching. Before commencing an ex¬ 
ploration of the ureter Mr. Pardoe passed a 
catheter into the left ureter again under an 
anaesthetic, and it passed quite easily up the ureter 
into the pelvis of the kidney, and some green¬ 
looking pus came out at the end of the catheter. 
We then concluded we had to deal with pyelitis, 
and probably not with a stone. I may mention 
that the pus in the urine contained a bacillus 
resembling the Bacillus coli. Having found we 
had to deal with pyelitis I did not open the 
abdomen, but I explored the kidney by the 
ordinary lumbar incision. When the kidney came 
into sight it was found to be atrophied, nearly the 
whole of its secretory substance was absorbed, and 
it was very little more than a bag secreting pus, 

1 therefore we thought it better to remove it. The 
ureter was then explored, and that was found to 
t be dilated for a considerable distance—as far as one 
could feel it. We passed a probe quite easily into 
the bladder, so I think we can exclude any question 
of calculus in the ureter. The end of the ureter 
I was closed and the lumbar wound was united 
without drainage. She had considerable pain at 
first, but that has now passed off, and the tempera- 
i ture has only risen just above 99 0 F. on one or two 
occasions. I am having the urea estimated in this 
I case to show the effect of nephrectomy, but I have 
: not yet had the result. Usually you find that the 
day after nephrectomy the patient will pass 
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practically a normal amount of urea ; evidently the 
removal of one kidney stimulates the other into 
excessive action. The second day afterwards the 
amount of urea will probably be reduced to half, 
and afterwards it will gradually increase until it 
becomes normal by about the tenth day. So that 
after ten days one kidney is evidently able to go on 
doing the work of two. And that is our guide in 
feeding the patient: we should not give meat or 
any nitrogenous diet until ten days from the opera¬ 
tion, keeping the patient until that time upon slops, 
milk and farinaceous food. This behaviour as to 
the amount of urea secreted is found to be very 
constant. 

Acute Appendicitis; Abscess. 

The next patient is a girl with an acute appendix 
abscess, which Mr. Pardoe operated upon on 
Saturday night. She was well until Thursday 
night, and then she felt sick and vomited. A few 
minutes later she had a sharp attack of pain in the 
lower part of the abdomen, which doubled her up, 
and she was sick almost continuously all night. 
On the evening of Friday she was much worse, and 
came up to the hospital on Saturday at 2 a.m. 
She then had a temperature or 102° F. and a pulse 
of 120, with rigidity of the right rectus. She also 
had a vaginal discharge, so there was a question 
whether the condition was due to some tubal 
mischief or to the appendix. The abdomen was 
opened. She had a shut-off abscess descending 
into the pelvis, which Mr. Pardoe did not drain 
through the vagina because of her vaginal discharge, 
thinking there might be some fresh infection from 
it. A drainage-tube was passed down into the 
pelvis. The appendix here, also, as in the other 
cases, has not been looked for. 

Varicose Veins removed under Spinal Analgesia. 

This woman had varicose veins removed on 
November 27th. In her case the operation was 
done under spinal analgesia. The injection was 
given between the second and third lumbar vertebrae, 
and the operation lasted about an hour. She felt 
absolutely nothing of it. The' only trouble about 
this patient was that she had severe frontal headache 
for eight days afterwards. That is the only bad 
effect we had ever seen from spinal anaesthesia, 
and I think in her case the headache was worse 
than in anybody else we have had. Movements of 
her leg returned one and a half hours afterwards, 
and the sensation about two and a half to three 
hours afterwards. 

Hour-glass Stomach ; Double Gastro enterostomy. 

This woman had an “ hour-glass ” stomach. She 
had an absolutely definite tumour in the lower part 


of the abdomen, apparently a cystic tumour, and it 
was suggested it might be ovarian. But there was 
no doubt that it was stomach. It was defined 
by inflating the stomach by means of a tube. 
There was a history of long-standing indigestion 
for twenty years, and she had always had pain 
about an hour after food. Vomiting had been 
much worse during the last eight months and 
very large quantities were vomited. There was no 
lump to be felt at the pylorus. When we opened 
the abdomen we found this interesting condition of 
affairs: The cardiac end of the stomach was 
dilated, and below this was a largely dilated pyloric 
portion ; between the cardiac and pyloric portions 
was a contracted portion three inches long, which 
I do not think would have admitted more than a 
No. 8 catheter. The pylorus itself was contracted for 
about an inch. We did a double gastro-enterostomy. 
An opening was made between the cardiac portion 
of the stomach and the jejunum and a second 
opening between the pyloric portion and the 
jejunum lower down. Unless we had made an 
opening into the pyloric portion food would have 
accumulated here and would not have been able to 
pass onwards, and she would probably have been as 
bad as before. The other way of dealing with such 
a stomach is to do a gastro-gastrostomy, that is to 
say, make an opening between the two portions of 
the stomach in addition to a gastro-enterostomy. 
The operation was done twelve days ago, and she 
is quite free from pain or vomiting. 

Lumbar Tumour. 

This patient was well until a fortnight ago, when 
she had an attack of pain on the right side with 
vomiting. The condition remained much the same, 
the pain being very severe and the vomiting 
occurring at intervals. She has not had jaundice. 
She has had difficulty with her bowels. There is 
pus in the urine. A lump can be felt in the right 
lumbar region, and there is little doubt it is kidney, 
as it has a definite rounded edge below and in¬ 
ternally. The only other tumour it might be is a 
distended gall-bladder, and that does not extend 
back into the loin in this way. It does not move 
much with respiration, but these large kidney 
tumours usually do not. The history of pus in her 
urine and the fact that her condition started with 
fairly acute abdominal pain and sickness is rather 
suggestive of acute hydronephrosis. Cases of acute 
hydronephrosis usually start with symptoms some¬ 
what resembling acute obstruction. We shall have 
an X-ray photograph taken of her case, and she 
will be cystoscoped, and a catheter will be passed 
into each ureter. 

Note. —At the operation it was found that the 
tumour was caused by an inflammatory mass 
behind the caecum caused by a chronically inflamed 
appendix. The kidney was normal. 

December 13M, 1909. 
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A CLINICAL LECTURE 

ON 

FISTULA IN ANO AND FOREIGN 
BODIES IN THE RECTUM. 

Delivered at St. Bartholomew’s Hospital. 

By HARRISON CRIPPS, F.R.C.S., 

Cons. Surgeon to the Hospital. 


| Gentlemen, —I propose to-day to say a few words 
upon a common rectal trouble, namely fistula in 
| ano and foreign bodies in the rectum. I am 
j afraid it is rather a dry subject, but still, after all, 
it depends on the way in which you look at these 
| matters, so I shall throw as much point into my 
, lecture as seems required by the subject. 

! Fistula in ano is of three varieties. There is a 
I complete fistula, there is a blind external fistula, 
and there is a blind internal fistula. A complete 
I fistula is the condition when there is an opening 
I outside the bowel, and the passage runs along and 
there is another opening inside the bowel. When 
there is an opening outside the bowel and no 
opening inside the bowel, that is a blind external 
fistula. On the other hand, when there is an 
opening into the bowel and no opening on the 
outside of the bowel, that is a blind internal fistula. 

Now before I say much about fistula itself, I 
will briefly state what are the causes of fistula. I 
think one might say invariably, unless they are 
traumatic, that a fistula is the result of an abscess. 
An abscess forms and breaks, with the result that a 
fistulous passage is left. And that brings me back 
to a stage further behind, namely, as to what are 
the causes of abscess in the neighbourhood of the 
rectum. There are four positions in which you 
find abscess in the neighbourhood of the rectum. 
There is an abscess in one of the little anal folds just 
outside the anus, which may be described as a 
peri-anal abscess. There is the common abscess 
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which you find in the ischio-rectal fossa, called an 
ischio-rectal abscess. There is an abscess in the 
walls of the rectum, between the mucous membrane 
and the muscular coat, and that would be an inter¬ 
mural abscess. Lastly, there is a form of abscess 
which surrounds the rectum high up, and that is 
called a peri-proctal abscess. We need not bother 
our heads very much at the present moment about 
this latter form, because it is very seldom formed in 
the neighbourhood of the rectum. Those abscesses 
come there in order to make an exit for the pus, 
and they are nearly always secondary to some 
trouble about the tubes or the broad ligament, and 
therefore you commonly find them in women. 
They are the results of suppurating tubes or ovary, 
or of perimetritis, the matter goes forward to the 
broad ligament, and comes to the surface by 
passing downwards between the layers of the broad 
ligament and presenting into the upper part of the 
rectum. But as that belongs more properly to 
pelvic surgery, I shall leave it out of consideration 
for the present. 

What are these peri-anal abscesses, that is to say, 
an abscess which forms in one of the anal folds ? 
In each of the half dozen folds there is a little vein, 
which terminates in a loop. Occasionally the 
little loop ruptures, owing to some slight extra 
strain, with the result that there is a tiny extra¬ 
vasation of blood, making a common form of 
external pile. Commonly the extravasation of 
blood becomes absorbed, it disappears, and nothing 
happens. But occasionally, owing to the insanitary 
neighbourhood in which it is situated, suppuration 
takes place; so this little clot of blood in one of 
the peri-anal folds suppurates and forms a minute 
abscess. The abscess seldom contains more than 
four or five drops of pus. It breaks, and it may all 
heal up after it is broken. But often it leaves a 
little hole running into this fold, which remains as 
a fistula. It is often painful and troublesome, but 
if you detect it it is easily cured by division. 

Ischio-rectal abscess I suppose, in nine cases 
out of ten, is the result of a foreign body in the 
rectum, a piece of fish-bone, a pin or sundry things 
which pass all right through the alimentary canal 
until they get to the rather dilated pouch above the 
anus, and there they stop. And being squeezed 
by the strong muscular bowel, the bowel gets 
perforated, and generally this perforation will 
extend through into the ischio-rectal fossa. I have 


often, in old days in the surgery, examined patients 
who came to say that they had great pain about 
their rectums, and directly I have put my finger in 
I have found a foreign body, generally a fish-bone, 
sticking across at right angles, and often with a 
little manipulation by finger and thumb, or by 
means of forceps, one was able to extract this 
splinter or whatever it might be. I used to give 
these patients a yellow paper and say, “ If you have 
any 'further trouble come to me again.” A certain 
number of them I never saw again, but a con¬ 
siderable proportion, probably from one third to 
half of them, I would see again, and I used to 
recognise them at once by the way they would sit 
in the surgery waiting for me. When you see a 
person sitting very tenderly on the edge of a form 
you can be fairly sure there is something the 
matter in the neighbourhood of the rectum. In 
reply to questions these patients would say they 
were comfortable for a couple of days after I pulled 
out the foreign body, and then they began to get 
a good deal of pain, and they hardly knew how to 
contain themselves, and that they now felt very 
ill. The patient lies on his side and you will 
probably see a typical ischio-rectal abscess, a hard 
brawny swelling on one side of the anus with a red 
surface, very tender on pressure. On introducing 
your finger into the rectum with the thumb outside 
you can feel the swelling; it will vary in size 
according to the time that it has existed. It may 
be as large as a big-sized walnut. The fossa has 
been inoculated by the foreign body. It is as if I 
got a fish-bone stuck in the palm of my hand; no 
doubt in two or three days’ time an abscess will 
have formed there, and it does so in the rectum. 
And that also explains the intermural abscess 
which forms between the muscular coat of the 
rectum and the mucous membrane. The foreign 
body will perforate the mucous coat, but will not 
go far enough to penetrate the muscular coat; it 
gets into the cellular tissue between the two coats, 
and that is the position in which the abscess 
forms. Occasionally when you open an abscess 
you can find a foreign body in the place “ flagrante 
delicto ,” but occasionally, and more commonly, 
you find nothing in it except some rather foetid pus, 
because the foreign body which has caused the 
damage has passed away before you see the patient. 
Having got your ischio-rectal abscess, what will 
you do with it ? You open it, and if you do it 
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fairly freely and drain it by a rubber drain, and 
then stuff it lightly with gauze, the chances are that 
the abscess will fill up, and after discharging its 
contents will get right. But a number of these 
cases do not fill up and the patient does not get 
right; and when you have such a patient to deal 
with it is best to be cautious, and say: “I can 
open the abscess, but it may not permanently cure 
you; it may end in a fistula.” If you do not 
give that caution you will find that with the 
generosity which is more or less characteristic of 
patients, that the moment they have a fistula they 
will go to another doctor and say, “ Dr. Jones 
put a knife into it and he must have put it in 
too far; he put it into my bowel, and he has 
probably ruined me for life.” If you explain before¬ 
hand that such a thing is likely to happen, you will 
save your reputation and avoid such a sequel. 
With regard to the opening of the abscess, you had 
better do it under an anaesthetic. With the patient 
lying on his side, pass your left finger into his anus 
so as to make the thing fairly prominent, and with 
a straight scalpel make a good free cut into it, so 
that the lower part of the cut is downwards,*as if 
you were cutting towards the coccyx, because it 
drains better in that position, as patients have to 
lie on their back after the operation. But when 
you are doing this, let me caution you to stand 
well free of the patient, because the fluid comes 
out under tension, and if you get the material on 
your clothes your friends will know for some time 
afterwards what kind of case you have been dealing 
with. 

The same applies to an abscess between the 
walls, but the diagnosis is not so easy. In nearly 
all the cases of intermural abscess the patients have 
not come complaining of pain about the rectum, 
because there is no pain about the rectal mucous 
membrane; it is only when there is an abscess 
under the skin at that part that there is pain. But 
these patients complain of retention of urine, and 
if there is no obvious cause for it, if he says he has 
not had stricture or gonorrhcea, and you see that 
he has not got it at the present moment—some¬ 
times these patients have been in perfect health 
previously—investigation per rectum will clear the 
mystery up. Put your finger in, and there you 
will feel a softish swelling about one and a half 
inches up the rectum, generally of a good size, often 
as if half a tennis ball had been put in under the 


mucous membrane. The mucous membrane all 
round is oedematous and swollen, and I have no 
doubt that oedema in the neighbourhood of the 
abscess has extended through to the urethra, so 
that there is a more or less oedematous condition of 
the urethra, and that causes retention of urine. 
When, under the anaesthetic, you put a speculum 
into the bowel you see a red swelling, and if you 
make a fairly free opening into it, the chances are 
that it will get well without a fistula forming. In 
regard to fistula in ano , the first thing a patient 
will ask you is as to whether it can be cured 
without operation. The answer to that is that a 
certain number of these cases get well of themselves. 
Of all cases of fistula I daresay 5 to 10 per cent, 
might get well if nothing was done. But the 
chances are strongly against that happening. The 
patient will say, “ You advise me to have an opera¬ 
tion ”—and they do not like the idea of having an 
operation, which often means that they do not want 
to pay the fee—and they say, “ If I do not have this 
operation done, what will happen to me, because I 
am only suffering a certain amount of dis¬ 
comfort if I sit down suddenly, or sit on a hard 
chair, and also if I strain in passing a motion, but 
I go about my business. I have had this condition 
three or four months, and I do not think it is 
worse than it was before. Why do you advise me 
to have an operation done? ” My answer is, “ It 
is true you may go on for months as you are now, 
but the chances are that this will get worse and not 
better, in other words you will find that after an 
uncertain time—it may be to-morrow or it may be 
in two or three months’ time—you will get more 
pain about the fistula, the discharge which you now 
complain of will have disappeared, and another 
abscess will form. In other words, the opening 
.will have become blocked up, and the matter 
collects. When matter collects in that way, if 
nothing is done to it, the abscess breaks, and it 
will very likely not breakthrough the same opening 
as it did last time; it will make a new channel for 
itself, and probably it will extend even further up 
the bowel.” In that way I have seen cases of 
neglected fistula where things have been going on 
for a year or two perhaps. First the patient will 
have become a little better, then the matter will 
reaccumulate and break again and this will be 
repeated, and when you examine the anus after 
some time you find it is like a Scotch rabbit warren ; 
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there may be half a dozen or a dozen openings round opening but no internal opening. That is wrong, 

it, and there may be hard brawny tissue, and this He should say : “ There is an external opening 

not infrequently ends in a fibrous stricture, which but I have been unable to find an internal 

is a dangerous thing. And therefore you are opening.” It requires some skill to find the 

justified in advising, and even urging, the patient internal opening of a fistula. I will tell you why, 

to have an operation done on the grounds that if with the help of this drawing I am making on the 

the present condition is left to itself, though it may board. The fistula is the result of the breaking of 

not be severe at present it is most likely to get an abscess. \ou must consider for a minute the 
worse. But there is one qualification to this, and anatomy of the rectum. The lower inch of the 

that is when fistula in ano is complicated by rectum is made thick by its being surrounded 

phthisis, and it is not a very uncommon complica- by the external sphincter-muscle. 1 his extends 

tion to have phthisis with fistula in ano . Then the upwards about an inch, and its upper border comes 

question arises, Given a case of phthisis with nearly to the lower border of the internal sphincter, 

fistula in ano in the same patient, shall you advise 
operation or not ? The answer depends on the 
relative severity of the two diseases. If there is a 
fistula which is not giving much trouble but the 
patient is fairly bad with his phthisis, spitting a 
good deal, and wasting, and where the physician 
says there is something mysterious about the apex 
of the lungs, I advise you not to operate on the 
fistula, because the chances are that the patient 
will go wrong with his phthisis before the fistula 
gives him real trouble. But given a case where 
there is a nasty fistula and very likely the patient has 
some tubercle, but it has been quiescent for some 
time, by all means operate. So I cannot lay down 
any fixed law and say because a patient has phthisis 1 
with fistula you must or you must not operate ; you 
must use common sense. Having got your patient, 
which is the most important thing, and discovered 
his fistula, the question is how to operate. I am 
assuming it is a complete fistula, and it is most 
important if you are going to cure your patient 
that you should divide the part completely between 
the two openings ; therefore it is very important to 
be able to pass a probe or director through the which surrounds the bowel at about i| in. from 

whole course of the fistula from the outside to the the anus. You will see therefore that there is 

interior of the bowel. I may tell you that out of a weak spot in the rectum at 1 in. or i| in. up, 

ten cases of fistula you will probably find that six which corresponds with intervals between the two 

or seven of them are complete. Of the remaining sphincter muscles. It is to this point—the line of 

three or four, probably three would be blind least resistance—that matter formed in the ischio- 

external fistulas, and only one would be an internal rectal fossa finds its way to the bowel, while at 

fistula. So the latter form is comparatively rare. the same time it will come to the surface of the skin 

If you look at the dresser’s notes about a patient, about an inch from the anal margin. It seems not 

after reading through a history of what his father and very important as to which of these places it 

mother and grandfather and grandmother had, and bursts first. Because if it bursts and discharges 

what his great-aunts died of, you at last come to , itself outside, then the mucous membrane has 
the point, and you will find the dresser says he has become so thin inside that it is only a matter of 

examined the fistula and there is an external time before it bursts there too. So when the 
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abscess has emptied itself there is an opening both 
inside and outside. There is no longer a big 
cavity, for it closes up into a channel as shown on 
the board. The dresser puts his probe in the 
external opening, but he does not find a communi¬ 
cating hole in the rectum, because he has got the 
probe too high up and the communication is lower 
down. If then you operate, you have to divide 
the part between the internal and external opening 
And when you have done this, you must lay open 
the cul-de-sac that runs upwards parallel with the 
bowel. This is done by passing a director into the 
cul-de-sac , then with a pair of scissors, one blade 
in the director and the other in the bowel, you 
divide the intervening tissues. If you operate 
thoroughly in this way, you will, in a certain 
number of cases, cure your patient. I do not 
think there is anything which requires more trouble 
or care than to make a real cure in these cases. It 
is fairly easy to divide the main fistulous passage, 
but unless you divide the cul-de-sac right up, and 
see whether there are side tracks which must be 
divided, you do not cure the case. But even 
when you have done that, unless you dress the 
case yourself carefully every day, first washing with 
soap and water and then gently passing in gauze or 
lint, so that it may heal up from the bottom, it 
will unite at the top and not heal properly. I will 
leave the consideration of the rest of the treatment 
of fistula to another lecture, in order that I may say 
a few words about the foreign bodies which produce 
these fistulse; there is not time to deal at all 
fully with such a subject in one short clinical 
lecture. 

It is extraordinary the various articles which may 
be mislaid and found in the rectum. I have had 
some experience of these things, and one of my 
early cases I remember very well. Here is a 
specimen from the museum. They are false teeth. 
My specimen at home contains four false teeth. I 
found this in an old gentleman's rectum. He had 
had considerable pain for some days, and directly 
I put my finger in I found this body inside, and 
got hold of it with my finger and thumb, and after 
a little manipulation was able to pull it out. He 
was extremely pleased. A man nearly always 
blames his wife for his troubles, and after he had 
been relieved he turned to his wife and said : “ My 
dear, you would have it that I left my teeth at the 
club, I told you I was certain I brought them 


home, and here they are ! ” I have no doubt he 
j had gone to sleep and had swallowed them, and 
j they worked down into this position without much 
1 trouble. That is one of the ways in which a 
| foreign body will get into the rectum, namely by 
| the mouth, and perhaps it is one of the most 
| satisfactory ways of their getting there. 

Here is another specimen. I do not quite 
I Know the history of it. This patient swallowed a 
j halfpenny one afternoon, and next morning the 
j house-surgeon on examining him extracted this 
halfpenny from the rectum. It had passed down 
without much trouble, but had been unable to 
pass the rectum. I think this was the case in 
which the house-surgeon got into trouble with the 
lay governing body of the hospital. He was 
| charged with having extracted a fee from an out- 
I patient. But as the amount in dispute was small 
| he thought he had better hand it over to the 
hospital authorities to avoid prosecution. Here is 
j a pin which was swallowed and caused an abscess, 
j Now I come to a rather more elaborate specimen, 
which was removed from the rectum of a sailor. 
Gentlemen, I should think he was one of the 
Dreadnought men. He was aet. 45 years, in good 
health. But he had been suffering from stricture 
S of the urethra for some years, and from subsequent 
j retention. He had been in the habit of passing a 
glass bottle three inches in diameter up his rectum 
j in order to gain relief. One day retention of urine 
| came on, and not having the bottle at hand, a 
belaying pin was passed into the bowel, but without 
having the desired effect. He went on shore, and 
picked up a pebble weighing 2 lb., the size of the 
cast 1 show you, about 3! in. long and in. 
broad. He oiled it well and passed it into his 
bowel. Next day he began to feel inconvenience, 
and a physician was called in who made an 
ineffectual attempt to remove the stone. One of 
the many measures was to bend a piece of flat iron 
into the shape of forceps, with which attempts at 
extraction were made. During the operation it is 
supposed the intestine was ruptured, for he now 
began to have acute pain. On the 15th the vessel 
sailed for Boston, and on the 17th Dr. Thorndyke 
saw the patient, and his general appearance was 
that of a man with intense suffering. His abdomen 
was quite tumid and painful, with vomiting and 
hiccough. The rectum was considerably dilated, 
j and on passing in the hand a hole was felt six 
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inches from the anus. By passing the arm as far 
as it would go, the stone was felt through this rent 
in the rectum, lying free in the abdominal cavity. 
Abdominal section was performed and the stone 
was found lying loose in the intestines, and was 
removed with some ounces of fluid serum. The 
vessel sailed on the 19th, and the patient was 
removed to the city hospital, where he remained 
a month and then discharged himself without leave. 
When the patient was last heard of it was to the 
effect that he was well and was working in a factory. 
So do not despair, gentlemen, in any severe case. 
That was a hospital case. Here is an interesting 
thing, of very considerable weight. It is silver, 
and weighs, I think, 32 oz. The history of 
it is that in the Chilian silver mines they are 
very particular that the workmen or lads shall not 
secrete any of the silver ore about their persons, 
whatever that may mean. But notwithstanding 
that, they have to examine the employees very 
carefully when they leave the mines. This gentle¬ 
man, who was growing wealthy, was found one day 
with a little bit of string hanging out of his anus. 
Upon investigation and pulling upon this string, 
they pulled out this bag containing silver ore. It 
turned out on cross-examination that this man and 
some others had been in the habit of passing a 
well-oiled bag up their rectums with the string 
remaining outside, and when they got a piece of 
silver ore they wetted it and put it up the back- 
passage. 

Now I will tell you of a case in my own ex¬ 
perience regarding foreign bodies in the rectum. 
I refer to it in my book on diseases of the rectum. 
This case was not under my care, but this is the 
letter which I received from the doctor about it. 

C. S—, a tall, robust man, of temperate habits 
and sound mind, returned home, and after remain¬ 
ing at work for a few hours looked blanched and 
felt faint, and complained of loss of blood from the 
bowel. Soon afterwards he disclosed to his wife 
that before going to work he had forced a jam¬ 
pot up his seat, but finding that the pot obstructed 
the motion, he proceeded with a poker to knock 
out the bottom. This was followed by bleeding. 
His wife then tried to remove it but failed. Dr. 
Burnett was then called in. He found the patient 
in great pain, the belly being swollen and tym¬ 
panitic ; the jam-pot, which measured nearly three 
inches in diameter, was tightly embedded in the 


rectum, the lower portion being an inch above 
the sphincter. The parts were swollen, soft, and 
pulpy. The inside of the pot was full of prolapsed 
intestine. Owing to the patient objecting to the 
knife and finding it impossible to dilate the 
sphincter, Dr. Burnett succeeded in crushing it 
with Lever’s craniotomy forceps and removed the 
fragments piecemeal with polypus forceps, the 
operation taking one and a half hours, the patient 
refusing to take chloroform. The patient recovered 
without any unpleasant symptoms. 

Now I come a little nearer home. Here is a 
blacking bottle, which I look at with some respect 
because it is not the first time I have come into 
contact with it. It was when I was assistant 
surgeon to my excellent friend Mr. Alfred Willett. 
The patient came in with something in his rectum, 
and the house-surgeon felt the base of this bottle. 
He and his colleagues had tried for over an hour 
to get this bottle out, but they could not. Next 
day, at 1.30, Mr. Willett’s operating day, the 
patient was brought into the theatre and I was to 
help Mr. Willett. Mr. Willett sat down and 
placed the patient in the lithotomy position, and 
got the craniotomy forceps. But having worked 
away for half an hour he could not get hold of it 
properly, and when he did it slipped. This 
happened several times. He could see I was 
longing to have a go at it, and he said, “Cripps, 
I have done all I can, you have a try.” I agreed 
and I thought I should soon extract it. I worked 
away for some forty minutes, but I did no better 
than my senior. At last it was decided that we 
should take joint action. I was to do an abdominal 
section, and put my hand in and squeeze from 
above while Mr Willett was to get hold of it from 
! below. That was agreed to, and I set to work. I 
did my abdominal section, and I put my hand in, 
and I could feel the bottle distinctly in the rectum 
four or five inches from the anus. And I squeezed 
it gently and got it lower down and Mr. Willett 
said he thought he had got hold of it, and 
that he would pull if I would push. We did this, 
and out came the pot from the rectum like a 
champagne cork with a pop. I am sorry to say 
the poor patient died next day. The whole of the 
rectum had sloughed. We found out with difficulty 
how this thing got into the rectum. He was an 
East End Londoner, and he had been troubled 
with pruritus, and he had an idea that it vras due 
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to worms—I suppose his idea was that it was 
glow-worms. He was very familiar with seeing his 
pals going fishing, when they used to take a bottle 
of this size with worms in for the fishing. With his 
London ideas he thought that the worms for the 
fishing were gathered by putting a pot on the 
ground with moss in it, and that the moss attracted 
the worms, and therefore with some ingenuity he 
thought if he introduced a bottle containing moss 
into his rectum the worms there would go into it. 
As a matter of fact it went too far and he could 
not get it back again. The result of that was, that 
from his ignorance about fishing he lost his life. 

I have now shown you one or two specimens 
which get into the rectum from the mouth, and one 
or two which get there from below. It now 
remains for me to describe another method, which 
was novel to me, and it was the advent of this 
thing which I now have in my hand which 
suggested my giving you these facts in a clinical 
lecture to-day. Only a short time ago my house- 
surgeon told me he had a patient in the hospital 
with a piece of iron sticking across his rectum an 
inch or two up. He had had a moderate try to 
get it out, but as it seemed to be fairly firmly fixed 
he thought I ought to see it. I examined the 
patient, and when I put my finger into the rectum 
I could feel this iron meat-skewer going across 
the rectum at right angles. The point of it was 
stuck firmly into the sacrum apparently. With a 
certain amount of manipulation with my finger and 
strong forceps I succeeded in bending it and then 
extracted it whole, and now I show it to you. 
How did that get into the rectum ? Mr. Davies 
and I had great difficulty in finding out, but we 
got fairly near the truth. This man was fond of 
his alcohol, and he said that for some reason he 
had to introduce this skewer into the urethra. 
Asked why he did it, he said it gave him some 
sort of pleasant sensation and stiffened things up. 
There seemed to be no possible doubt that this 
got in through the urethra. It must have gone 
through the base of the bladder or the prostate, 
through the bladder into the rectum and across the 
rectum. But that can only be done with con¬ 
siderable violence. I am sorry we did not have a 
radiograph taken of this to show the piece of metal 
in situ. You see it is a cork-screw-shaped meat- 
skewer, seven inches in length. We had to use 
some violence to get it out, and after we had done 
so we thought we should have some trouble with 
extravasated urine and the other things which, in 
theory, follow injuries of the bladder and urethra. 
But the patient never turned a hair, and three or 
four days later he went out of the hospital quite 
well, leaving us this interesting legacy. 
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The diagnosis of thyroid inadequacy is an ex¬ 
ceedingly complicated matter. It is also one of 
immense importance and of absorbing interest. 
When we were students, and, indeed, up to a very 
recent date, we all regarded insufficient action of 
j the thyroid gland as synonymous with myxcedema 
j in the adult and cretinism in the infant. We 
had not realised what, thanks chiefly to French 
observers, we have since been taught to realise, 
namely, that there are degrees of this insufficiency, 
which, while falling so far short of these coarse and 
obtrusive diseases that they are by no means easy 
of recognition, are nevertheless sufficient to inflict 
upon their victims such physical miseries and 
social handicaps as occasionally to make life 
scarcely worth living. 

I I have recently in various papers f sought to 
bring together the great mass of work which has 
j been published, more especially in F ranee, upon 
| what may be called the stigmata of thyroid in- 
; adequacy, so that it is not necessary for me at 
present to pursue the matter any further. I wish, 
however, to make it clear at the outset of this lecture 
that further investigation into the subject of the 
! thyroid convinces me that much that has been said 
| and written, even by myself, is open to question on 
I logical grounds, and that many of the so called 
| stigmata of thyroid inadequacy are in reality the 
| signs of insufficient action on the part of some of 
! the other internal secretory glands, notably the 
I ovary, the adrenal, and the pituitary. We have, I 
! think, been too ready to assume that if the exhibi¬ 
tion of thyroid extract does good, the organism was 
| necessarily lacking in thyroid secretion, or, to put 
| the matter in another way, many of us have fallen 
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into the error of supposing that in artificially 
supplying thyroid extract to the economy we were 
merely supplementing the natural thyroid essence, 
which for some reason was being secreted in insuffi¬ 
cient measure. This was perhaps a pardonable 
mistake, but that it was a mistake I hope to make 
clear in what follows. 

We have to consider that, normally, an equili¬ 
brium is maintained between the secretions of the 
internal secretory glands, because they exercise 
physiological antagonisms to one another. If, 
therefore, we increase, say, the thyroid tribute to 
the economy, we immediately stimulate the activity 
of the thyroid’s antagonists. If we still further 
increase the thyroid tribute, we overwhelm the 
thyroid’s antagonists. Thus, in giving thyroid, 
much depends upon the dose. If with small 
doses we get good results, the probability is that 
those results are due rather to the stimulation of 
the thyroid’s antagonists than to the supply of j 
deficient thyroid. Large doses, on the other hand, 
when successful, argue either that the thyroid 
tribute was originally deficient, or that the antagon¬ 
ists w r ere over-active and had to be overwhelmed. 

The glands, which are believed on good grounds 
to furnish an internal secretion to the economy, are 
very numerous. Besides the thyroid there are 
three of major importance, namely the adrenal, the | 
ovary and testicle, and the pituitary or hypophesis 
cerebri. Of minor importance, so far as we are at 
present aware, but by no means certainly, are the 
following : The thymus, the parotid, the spleen and 
bone-marrow, the lymphatic glands, the tonsils, the 
mammary, the pancreas, the liver, and the kidneys. 
There may be others. Now the facts concerning 
the interaction of these various glands are not very 
numerous, but those which have already been 
established are, to say the least, very suggestive. 
The majority of these facts have been elicited in 
the course of the investigation of the various 
properties of the thyroid, so that any references 
which I shall make to the subject will be expressed 
in terms of that gland. | 

The study of what in this connection may be 
called primary uncomplicated thyroid insufficiency 
is rendered comparatively easy by the consideration 
of myxcedema and cretinism, which are known to 
be caused by an absence of the normal thyroid 
gland. From the symptoms which characterise 
these diseases we are able to make some positive 


statements about the effects of the thyroid secretion 
upon the economy. 

Among the most important of these effects is the 
maintenance of normal metabolism. Myxoede- 
matous people and cretins are obviously what the 
French call “ralentis,” i.e. the rate of their meta¬ 
bolism is slowed down below the point at which 
bodily and mental vigour can be regarded as satis¬ 
factory. They are obese, languid, and lethargic. 
This is doubtless due in some measure at least to 
the effect of the thyroid on the production of 
animal heat, for the body temperature of these 
patients is always conspicuously below normal. 
The fire burns “ sulky,” as the saying is, with the 
result that the food is reduced to cinder instead of 
to ash, and the cinders impede the work of the 
machine. Another effect of the thyroid secretion 
is that which it exercises on the nutrition of the 
skin and its appendages. Spontaneous or opera¬ 
tive depression of the secretion rapidly produces 
greyness, baldness* thinness of the hair, and these 
effects are curiously enough more decided in 
certain parts of the body, such as the top of the 
head, the outer third of the eyebrows, and the 
axilla. The skin itself becomes dry and harsh, and 
chronic eruptions are common. Patients who 
wear black stockings will tell you that there is 
always “powder” in their stockings when they 
take them off at night. Perspiration rarely occurs, 
and when it does it is accompanied by disagreeable 
subjective sensations. The thyroid has so many 
functions that their mere recapitulation would 
occupy a considerable portion of the time at my 
disposal, but there is one other to which I must 
direct your attention, and that is its protective 
function. Observations have shown that the 
thyroid secretion constitutes one of our most 
powerful defensive agencies against all kinds of 
poisons, not only microbic, but others, and in a 
large percentage of acute diseases, notably in 
acute rheumatism, you will, if you look for it, find 
the thyroid gland enlarged and tender, as though 
an undue stress of work was being cast upon it. 

Let us now consider a perfectly simple case of 
primary uncomplicated thyroid inadequacy, one, 
that is, which can easily be brought within the 
picture which I have just endeavoured to sketch. 
A few months ago I was consulted by a man, aet. 
40 years, whom I have known for some years as a 
very healthy specimen of humanity. He was tall, 
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thin, and fair, and seemed rather proud of having 
become bald at the age of twenty five. He was 
energetic and hard-working, and though he occa¬ 
sionally came to see me professionally, it was 
generally about a little dyspepsia or some fleeting 
rheumatic pain. Four years ago he was married 
and went to live in the suburbs, and since then, 
although I had met him and had noted the fact 
that he was putting on flesh, nothing had occurred 
to cause him to seek my advice. On the occasion 
to which I am referring he came in saying, “ There 
is nothing really the matter with me, but I am not 
well. I have been feeling below par for three or 
four months. I have been treated by our local 
doctor, but instead of getting better I think I am 
getting worse.” Now, that local doctor was a very 
careful and conscientious man. He had examined 
the patient on several occasions, but all he could 
determine was that there was a persistently sub¬ 
normal temperature, a slow pulse, and a urine 
which, though otherwise perfectly normal, was 
deficient in quantity, and had a high specific 
gravity. The patient’s own account of himself was 
that he slept badly, in the sense that though he 
fell asleep as soon as his head was on the pillow, 
he would wake after two or three hours, after 
which, if he slept at all, he was troubled by silly, 
meaningless, half-waking dreams. He had no 
mental worries, no pain, nothing indeed of a 
definite nature. His symptoms were, on the con¬ 
trary, purely negative. He had an appetite, but it 
was poor. His bowels acted, but they were 
irregular. He did his work, but it had lost all 
interest for him. Matters which used to absorb 
him no longer even attracted him ; his periodicals 
lay uncut, his books unopened, his garden untended, 
and his golf-clubs untouched. He was content to 
sit in his arm-chair with flaccid limbs and a vacant 
mind, from which condition he regarded it as a 
great hardship to be aroused. All this was very 
unlike his former self. My examination only 
served to confirm his doctor’s findings. His 
organs were all perfectly healthy, his temperature 
was subnormal (97 0 F.), his pulse was slow (62), 
and his urine had a specific gravity of 1025, no 
albumen and no sugar. His blood-pressure was 
130 mm. Hg. He had recently taken to thicker 
vests and drawers in spite of the fact that the 
weather might be expected to become warmer. 

Now, I consider it greatly to the doctor’s credit 


that he did not label the condition neurasthenia 
and propose some of the therapeutic abominations 
which are frequently committed in the name of this 
rather dubious entity. How I should myself have 
labelled it eighteen months ago I really cannot 
now pretend to say, but since I began to interest 
myself in the fascinations of internal glandular 
vagaries, I do not think I should have failed to co¬ 
relate the premature baldness, the subnormal tem¬ 
perature, the slow pulse, the high specific gravity of 
the urine, and the frigid and calculated increase of 
the underwear. Such evidences of thyroid inac¬ 
tivity are very convincing when the subject of 
thyroid inactivity is in your mind, but no one who 
has not given special attention to the matter could 
be blamed for failing at this stage to realise their 
significance. Moreover, there were some points 
about this patient which might easily have proved 
stumbling-blocks for the unwary. His skin acted 
admirably. Indeed, when questioned on the sub¬ 
ject, he declared that he perspired more easily and 
more profusely than anyone of his acquaintance. 
Although I believe that this reply had reference to 
a period prior to the onset of his symptoms, it was 
evident when I examined him that his skin was in 
excellent order. Nor did he, as all definitely 
myxoedematous people do, admit to being consti¬ 
pated. He had admirable teeth, and his eyebrows, 
especially for a fair man, were excellent. I empha¬ 
sise these facts because in the detection of thyroid 
insufficiency, as indeed in all diagnostic problems, 
you must not pay too much attention to negative 
findings. It is oniy in complete and pronounced 
myxoedema, and not always even then, that all the 
text-book symptoms will appear. In the early 
stages of the disease or in milder manifestations of 
inadequacy you will often be puzzled by the absence 
of symptoms which you feel ought to be present if 
your diagnosis is to be justified. The study of the 
thyroid is full of surprises and contradictions, and 
you must be prepared, if not to make a diagnosis, 
at any rate to formulate a suspicion, on what may 
seem at first to be evidence of a rather slender 
description. 

Now, it is interesting to note that this patient 
gave no history of any recent acute febrile illness 
such as influenza or tonsillitis. Had he done so, it 
would have been an easy matter to explain the com¬ 
paratively acute onset of his thyroid inadequacy. 
For it cannot be too often repeated that these acute 
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febrile attacks, more especially the exanthemata, 
mumps, influenza, tonsillitis, and acute rheumatism, 
are liable to throw such a strain upon the resources 
of the thyroid gland that it is likely to remain 
exhausted for a long period thereafter. That | 
period we now call “ convalescence.” If we were to 
re-christen it the “ period of thyroid depression,” or ! 
“ the sub-thyroidic period,” we should do something | 
which would remind us of the real state of affairs i 
and impress upon us our ability to curtail for our j 
patients a phase of their incapacity which is both I 
trying and costly. If I said nothing to you to day j 
beyond this, that every convalescent from an acute [ 
specific disease is potentially sub-thyroidic and 1 
probably definitely so, then I should still believe | 
that I had said something which was worth retain- ' 
ing and acting upon. Is it not the case that all | 
such convalescents have a subnormal temperature, | 
that their hair becomes thin and scanty ? And in j 
the light of our present knowledge is it possible to 
explain the concurrence of these phenomena by I 
anything more probable than thyroid insufficiency ? j 
But our friend had not had an acute specific j 
disease of any kind. How, then, are we to account 
for this apparently sudden dereliction of duty on 1 
the part of his thyroid gland ? We have seen that 
soon after his marriage he began to put on flesh. 
That is at any rate suggestive, but there is another 
fact which is even more so. About a year after 
he was married he brought his wife to see me, and 
he told me incidentally that she was a very pas- j 
sionate woman. Now, there is a recognised phy¬ 
siological antagonism between the thyroid and the 1 
testicle in the matter of their internal secretions, j 
and I am inclined to believe that the thyroid, 
which, as evidenced by the patient’s premature j 
baldness, had never been a particularly vigorous | 
secretor, had become gradually exhausted in its | 
efforts to keep abreast of the increased testicular | 
activity, and had finally become sufficiently inactive j 
to give rise to the symptoms of which the patient ; 
complained, and of which the exhibition of 2^ gr. 
of thyroid extract, three times daily, promptly 
relieved him. We must therefore remember to 
rank marriage among the acute specifics, at any 
rate so far as its effect upon the thyroid gland is ■ 
concerned. j 

Now let us consider another every-day matter j 
which is of interest in connection with the thyroid. j 
I mean diet. You know that there are a large 


number of what we may call fancy dietaries before 
the public, and that most of their inventors hold 
that it is a cardinal physiological sin to take meat 
foods in any form. Dr. Chalmers Watson, of 
Edinburgh, has done some very important and 
interesting work showing that the effect of an 
exclusive flesh dietary on the thyroid gland of 
rats is, in the first instance, to stimulate the activities 
of the gland, but, if persisted in, to produce in the 
next generation such a degree of thyroid degeneracy 
that growth is stunted, bodily vigour reduced, and 
reproduction curtailed even to the point of dis¬ 
appearance. Now, the effects of an exclusive meat 
diet are substantially the same in human beings as 
in rats. Our forefathers, more especially about the 
time of the Regency, were great meat eaters, and 
the result of their excessive indulgence in meat 
foods is that their descendants of to-day are so 
contemptibly equipped in the matter of thyroid 
secretion that not only are we seriously asked to 
believe that apple-pips and butter-milk constitute 
our only proper diet, but tonsils, appendices, and 
even large intestines have to be removed wholesale 
in order to introduce some sort of internal secretory 
balance into our debased and degenerate organisms. 
The dietetic sins of the fathers have, in very sooth, 
been visited upon the children ! 

It is, of course, much better that the good people 
who preach these doctrines, who are degenerates 
through no fault of their own, should live on pap 
and nuts rather than suffer the various ills which 
an ordinary man’s diet seems to impose upon them, 
but that is no reason why those of us who are not 
degenerates should permit their ridiculous claims 
to go unchallenged and the reasons for these claims 
unexposed. If you will examine impartially into 
the matter you will have no difficulty in convincing 
yourselves that the people who are unable to eat 
meat with impunity are all of them possessed of a 
very large number of the stigmata of thyroid 
insufficiency, and you will also find that the 
exhibition of small doses of thyroid will invariably 
enable such people to deal with meat foods without 
any unpleasant consequences. 

I was first brought to associate these anti-meat 
people with thyroid inadequacy by a rather curious 
incident. One of the chief apostles of the virtues 
of meat-free foods explained to me some years ago 
the reasons which led him to adopt this kind of 
diet, and he assured me in conclusion that the 
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diet had not only delivered him from his arch 
enemy, but had incidentally cured him of his 
corns. I regarded this statement at the time as 
one of the exaggerations in which converts in their 
fanaticism are liable to indulge, and thought no 
more about the matter. When, some months ago, 
I began seriously to study the question of thyroid 
insufficiency, I tried the effect of thyroid extract 
upon my own person, and continued to take it to 
the point of intolerance. Now, amongst the effects 
which it produced upon me, and they were many 
and interesting, was that of causing the entire dis¬ 
appearance of some corns and callosities with which 
up to that time I had been occasionally troubled. 
I then recalled the statement to which I have just 
referred about the effect of a meat-free dietary, and 
I have since been able to convince myself that the 
meat-free fooders, when they are not mere cranks 
and faddists, are all of them the subjects of very 
definite thyroid inadequacy. 

And this is not very surprising when we remem¬ 
ber the importance which all who have studied the 
question attach to the metabolic function of the 
thyroid gland. The depressed or degenerate gland 
is unable to deal with meat foods ; the metabolism 
of these foods is consequently imperfect, and their 
ingestion, except in very restricted quantities, give 
rise to symptoms. The rational line to adopt 
under these circumstances is not that of imposing 
upon such people the emasculating diet which is 
proper to babes and apes, which, though it may 
deliver them from their pains, does nothing to 
promote the tonic harmony of the internal secre¬ 
tions upon which so much depends, but to pre¬ 
scribe the reinforcement of the natural thyroid 
by the artificial, to the end that the patient's 
internal economy may once more become that 
of a man instead of approximating to that of a 
squirrel. 

It is, of course, impossible to consider the ques¬ 
tion of diet without reference to the subject of 
alcohol; and the question which naturally presents 
itself is this : Has the thyroid anything to say 
towards the solution of any of the problems which 
surround the question of alcoholic drinks ? Well, 
I believe that it has. I believe that the proper 
activity of the thyroid gland is a factor in prevent¬ 
ing intemperance; or, to express it differently, 
though less correctly, thyroid inadequacy is a 
common cause of alcoholism. Those whose 


thyroid secretion is deficient are generally listless 
and apathetic; they suffer from a mild degree of 
that mental, moral and physical depression which 
is seen in so marked a degree after influenza. 
They want stimulating, and they feel that they 
want stimulating. Alcohol in small doses, like 
meat foods, stimulates the thyroid gland. When 
taken by these people it makes them feel better, 

| and they tend in consequence to have recourse to 
| it too frequently. But, again, like meat foods, 

| when taken in excess, alcohol gravely depresses the 
action of the thyroid ; the spirit is not metabolised, 

, and intoxication is the result. You can test these 
1 statements for yourselves. With the thyroid 
* secretion up to its normal level or in very slight 
j excess, you will find that you will be able to take 
j alcohol without any of the untoward effects, either 
| immediate or remote, with which all are familiar, 

I if not in their own persons, then by the vivid 
! descriptions of others. If, for example, you are 
i slightly sub-thyroidic, as most sedentary tovvn- 
^ dwellers are, and you take half a grain of thyroid 
I extract three times daily for three days before the 
1 experiment, you will probably find that on the 
third day you will be able to take much more than 
your accustomed amount of alcohol without its 
producing any of the symptoms of excess, either 
J immediate or deferred. I hasten to add, however, 
i that should the dose of thyroid be too large you 
1 will find that a very small dose of alcohol will 
l muddle you, and that the muddling is of a very 
curious kind. It is not the stimulated muddle- 
headedness of partial drunkenness, but a slowing 
of the mental machinery, a stupidity of which you 
are very conscious, but are unable to overcome. 
What would happen under such circumstances if 
i the alcohol were persevered with, I am unable to 
say, because the stage to which I refer is so 
intensely disagreeable that, though burning to 
prosecute my researches, I have never had the 
| courage to try. There are a great number of 
I people of whom, in excuse for their drunkenness, 
t it is said, and truly said, that very little upsets 
| them. If you will examine these people carefully 
I (mere external observation often suffices) you will 
I find that the majority of them bear unmistakably 
1 the signs of thyroid inadequacy, and I am able to 
I say in reference to at least one such, that the exhi- 
j bition of thyroid extract has converted him from a 
i very unsatisfactory young man into one who 
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appears now to be fully alive to his duties and 
responsibilities. 

After studying this question of alcohol and the 
thyroid it has seemed to me possible to formulate 
some generalisations, which I give you tenta¬ 
tively, and not dogmatically, for what they are 
worth : 

{a) Subthyroidic people generally dislike alcohol 
because they fear its effects, and if they take it at 
all they tend to take it to excess. 

(b) People with a normally acting thyroid gene¬ 
rally like alcohol, but they are almost invariably 
very temperate in its use. 

(c) Hyperthyroidic people rarely take alcohol at 
all, and when they do it is generally in very small 
quantities. 

(d) Dysthyroidic people, people, that is, who 
suffer from a disorderly thyroid, with rapid and 
apparently causeless fluctuations between extreme 
subthyroidea and an equally extreme hyperthyroidea, 
who form a very large class of late adolescents and 
young adults, enjoy alcohol and very readily take 
it in excess. 

Now, lest you should think that I have become 
obsessed by the importance of thyroid extract and 
have come to regard it as the sovereign remedy for 
all evils, let me impress upon you that there are 
certain definite contra-indications to its use. The 
first and most important—and it is immensely im¬ 
portant—is any suggestion of tubercle. In a case 
of declared and obvious tubercle no one, I suppose, 
would give thyroid, but the stage of very early 
tubercle and of pre-tuberculosis is very liable, 
especially in young adults, to be mistaken for 
dysthyroidea. Such patients are often fat, with 
a slight malar flush; they have periods of languor 
and depression which alternate with uncontrolled 
energy. Their appetite is capricious, their bowels 
constipated; they suffer from neuralgiae, skin erup¬ 
tions, irregular and painful menstruation ; they may 
give a history of adenoids and nocturnal enuresis 
and present badly developed eyebrows. Now, if you 
allow yourself to be led away by such findings into 
prescribing thyroid extract for such a patient with¬ 
out taking very particular notice of three cardinal 
points you will more likely than not do a great deal 
of harm. These three points are : (i) The personal 
and family history and hygienic habits of the 
patient; (2) the pulse-rate; (3) the temperature. 
With regard to the first I need only remind you 


that both subthyroidea and tubercle are liable to 
follow acute specific diseases. In connection witli 
the second please remember that a pulse-rate of 
100 or over, though it may be due either to dys¬ 
thyroidea or to tubercle, is, when persistent, almost 
certainly due to tubercle. Unless the patient is 
qualifying for Graves* disease, rest in bed will 
nearly always quiet a dysthyroidic tachycardia, but 
it will never quiet one which has its origin in 
tubercle. 

The question of temperature in this matter is 
one of immense importance and some complexity. 
If you are fortunate enough to obtain a persistently 
subnormal temperature, with the greatest depres¬ 
sion at night, your difficulties at once vanish, for 
you are obviously in a sphere which does not 
include tubercle. If, however, the temperature 
fluctuates between slightly subnormal and slightly 
supernormal you cannot dismiss dysthyroidea, for 
the reason that excess of thyroid has the effect of 
raising the temperature. Such a finding is, how¬ 
ever, distinctly in favour of tubercle, more especially 
if the rise, instead of being erratic both as to time 
and degree, as it is in dysthyroidea, is present only 
between the hours of 2 and 6 p.m. and does not 
exceed 99*6° F. But even here it is necessary to 
introduce a saving clause. For if the thermometer 
is regularly used in the case of perfectly healthy 
women for three or four days before menstruation 
between the hours of 2 and 8 p.m., it will be found 
that a very large number of them have a tempera¬ 
ture of 99 0 to 99*6° F. Finally, do not forget 
Kingston Fowler’s saying that—“ The only form of 
pyrexia which can be regarded as pathognomonic 
of tubercle is that in which the morning tempera¬ 
ture is higher than that of the evening ” 

Besides tubercle there are two other conditions 
in which you must on no account give thyroid 
extract; the one is where there is any suspicion 
of malignant disease, the other where there is any 
tendency to glycosuria. Time does not permit me 
to go more fully into these matters at present, so 
that I must ask you to accept these statements 
without further explanation. I hope to go more 
fully into them on some future occasion. 

December 20 th t 19C9. 
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REMARKS ON 

TWO CASES OF PERFORATION OF 
THE SMALL INTESTINE.* 

By HUGH LETT, M.B., F.R.C.S. 

Mr. President and Gentlemen, —Perforations 
of the jejunum and ileum are not very commonly 
met with if we exclude those due to injury, so that 
the two following cases are, I think, of some 
interest. 

Case i. —Ellen B —, jet. 54 years, was admitted 
to the London Hospital on August 4th, 1906. 

Two days previously she was suddenly seized 
with severe pain in the upper half of the abdomen ; 
this was soon followed by vomiting. She vomited 
repeatedly during the night and the next day, and 
the abdominal pain and tenderness became very 
severe. 

She stated that she had suffered from dyspepsia 
for years, but had never had haematemesis, other¬ 
wise her health had been very good. 

On her admission to the hospital she complained 
of little pain. The abdomen was somewhat 
distended, and moved only slightly on respiration. 
On palpation it was very tender and resistant, this 
being especially marked on the left side in the 
upper half. The tongue was dry, the pulse 120 
per minute, and the temperature 102° F. 

In view of the history of dyspepsia and the site 
of the pain at the beginning of the attack, the 
perforation of a gastric ulcer was suspected and 
laparotomy promptly performed. 

An incision was made through the upper half of 
the left rectus muscle close to the middle line. 
When the abdomen was opened gas escaped, and 
the diagnosis of general peritonitis was confirmed. 
There was a large quantity of turbid fluid in the 
peritoneal cavity, and several coils of small intestine 
were coated with a thick layer of lymph. 

The jejunum was carefully examined, and eighteen 
inches beyond the duodeno-jejunal junction a small 
perforation was found, situated on the free border 
of the intestine, away from the mesentery. The 
wall of the intestine was thickened and infiltrated 
round the perforation, and its characters suggested 
that a chronic ulcer had given way. A hasty 

* Delivered before the Medical Society of London. 
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examination of the rest of the small intestine 
revealed nothing abnormal. There was no thicken¬ 
ing at any part, no miliary tubercles were seen, and 
I what adhesions there were were of recent date, and 
merely composed of lymph. The stomach was 
i also examined and appeared to be normal: there 
was no external evidence of gastric ulcer, either 
I active or healed. 

The opening in the jejunum was closed by a 
| continuous suture placed transversely to the long 
axis of the intestine, and this was finally covered in 
| by a second continuous suture. The bowel was 
returned to the abdomen, and the wound closed 

i 

except for a small gauze drain. 

The pelvis was drained by a tube placed in 
Douglass pouch through a small suprapubic in¬ 
cision. 

A large quantity of pus was discharged from the 
| wound for some days after the operation, but the 
, patient ultimately made a very satisfactory recovery, 

; though convalescence was delayed by an attack of 
* non-suppurative inflammation of the left parotid 
1 gland. 

! The cause of the thickening and perforation of 
| the intestine is obscure. It can hardly have been 
| carcinomatous, for the appearance was not in the 
| least suggestive of carcinoma, there were no 
obviously enlarged glands in the mesentery, and 
I the intestine was not dilated and hypertrophied 
1 above the thickened area. Nor is it probable that 
the condition was one of sarcoma. Tuberculous 
ulceration is of course possible, but improbable 
because of the absence of adhesions, and also if the 
tuberculous process had extended to the length of 
perforation, there would have been tuberculous 
nodules on the peritoneal coat of the jejunum and 
possibly caseous material in the neighbourhood. 

The diagnosis of typhoid ulceration cannot be 
entertained owing to the fact that the patient had 
been in her usual health until the time of perfora¬ 
tion of the ulcer; and also that such induration as 
occurred in this case is not met with in typical 
typhoid ulcers. Besides, the site of the perforation 
alone would render such a diagnosis highly 
impossible. If only the patient had recently been 
operated upon for gastric or duodenal ulcer and 
a gastro enterostomy had been performed, one 
would have had no hesitation in describing the 
case as one of perforation of a peptic ulcer of the 
jejunum. For in 1906 Gosset collected no less 
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than thirty-one cases in which ulcers developed in 
the jejunum after this operation. They were pre¬ 
sumably due to the direct passage into the jejunum 
of the hyperacid gastric juice, and hence received 
the name of “peptic jejunal ulcers.” 

In the last edition of Nothnagel, however, E. 
Wagner is quoted as having found an ulcer in the 
jejunum which resembled a duodenal peptic ulcer 
in a patient upon whom gastro-enterostomy had 
not been performed. 

Peptic jejunal ulcers, therefore, may perhaps ! 
exist apart from gastro-enterostomy, and if so it is j 
possible that the case I have described may be 
correctly considered one of a perforated peptic 
jejunal ulcer. 

Case 2.—William S—, aet. 45 years, was admitted I 
to the hospital on June 26th, 1907. j 

Fifteen hours before admission he had a sudden 1 
attack of severe abdominal pain ; this was accom¬ 
panied or shortly followed by a shivering fit, the 
temperature rose to 104° F. and the patient vomited 
several times. ! 

He stated that he had not felt well for five weeks. 
He had been at work, though he felt drowsy and 
good-for-nothing. The bowels had been opened 
daily, but there had been no diarrhoea. He pre- 1 
sented an emaciated appearance, and looked very | 
ill The tongue was dry and red, the pulse was 1 
no and the respirations 40 per minute, and the 
temperature ioi°F. The abdomen was uniformly j 
rigid and painful and hardly moved on respiration, j 
Laparotomy was immediately performed by an 
incision in the right iliac fossa. There was general j 
inflammation of the peritoneum, and its cavity ( 
contained purulent, inoffensive fluid. 

The appendix was examined and presented a 
normal appearance to the naked eye, except for i 
slight injection of the peritoneal coat which was ; 
part of the general inflammation. I 

A small perforation was found in the ileum two 
inches from the ileo-caecal valve; there was no 
induration of the intestine round the perforation J 
and the wall appeared to be rather thinner than ( 
usual. The perforation was closed by invaginating I 
the gut transversely, and inserting two layers of I 
interrupted Lembert sutures. A tube with a gauze I 
wick was passed into the pelvis and the wound | 
otherwise closed. | 

The following evening the temperature rose to | 
102*6° F., and the pulse was 120. Four .days later, i 


| however, the temperature was 98*6° F., and it 
remained at or below the normal except on one or 
two occasions three weeks later, when it rose to 
ioo° F. After the first twenty-four hours the 
pulse was never above 100 per minute. 

The urine was acid, and contained no albumen 
or pus ; the specific gravity was 102*6. 

The spleen was repeatedly examined, and no 
enlargement was detected either by percussion or 
palpation. 

Five days after admission Widal’s test was carried 
out, with a negative result. 

The subsequent progress of the case was un¬ 
eventful, and the patient made an uninterrupted 
recovery. A large amount of inoffensive pus 
escaped from the abdomen for the first few days, 
but the tube was removed two and a half weeks 
after operation, and the patient left for the con¬ 
valescent home some two weeks later. 

When the patient was admitted to .hospital no 
diagnosis was made beyond one of general peri¬ 
tonitis of doubtful origin, though it was suspected 
that the origin of the trouble lay in the appendix. 

During the operation the true cause of the peri¬ 
tonitis was discovered, and the case was con¬ 
sidered to be one of ambulatory typhoid fever with 
perforation. 

When the abdomen was opened three facts 
were discovered, which could not be appreciated 
before the operation. The first was that the 
peritonitis was due to perforation of the small in¬ 
testine without any obvious cause, such as injury, 
perforation secondary to an appendix abscess, and 
so on. 

The second fact was that this perforation was 
situated in the neighbourhood of the ileo-caecal 
valve, where the great majority of perforations in 
typhoid fever are found. 

Thirdly, not only was the intestinal wall in the 
neighbourhood of the perforation free from any 
induration, but it also felt unusually thin for some 
distance above, as if it were extensively ulcerated. 

The history of malaise and drowsiness during the 
preceding five weeks and the emaciated condition 
of the patient seemed to confirm the diagnosis : 
and lastly, the symptoms following the perfora¬ 
tion, namely, the rigor with a temperature of 
104° F., the vomiting and the development of 
typical signs of peritonitis were quite consistent 
with the perforation of a typhoid ulcer. 
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On the other hand, the serum agglutination test 
which was carried out five days after the operation 
was attended with a negative result. Unfortunately 
a second examination was not made. No enlarge¬ 
ment of the spleen could be detected. 

Taking the case as a whole, however, the 
diagnosis of ambulatory typhoid with perforation 
appears to be the mpst probable one, though it is 
open to question. If the diagnosis is correct the 
case is encouraging in that the patient recovered. 

Interesting as these cases are from a surgical 
standpoint, I think that the question of the patho¬ 
logy of the perforations in the two cases is even 
more interesting; and I have ventured to bring 
them before the Fellows of this Society in the hope 
of eliciting the criticism and opinions of those 
who are better qualified to speak on the subject 
than I am. 

The President (Dr. S. West) said there seemed 
to be two or three questions to answer or discuss. 
The first was the actual nature of these cases ; 
next it might be interesting if physicians were to 
say what their experience of operation vras in cases 
of perforated typhoid ulcer. Unfortunately many 
of the cases were not recognised early enough for 
surgery to be of much use. 

Mr. V. Warren Low said he thought the Society 
would congratulate Mr. Lett not only on the result 
of his cases, but also on the fact that he happened 
to come across two such unusual cases of perfora¬ 
tion of the small intestine. He would like to hear 
the opinions of physicians as to the possibility of 
the occurrence of peptic ulcer of the jejunum in the 
second case. He had himself heard of but had 
not come across a case of ulceration in the jejunum 
following gastro-jejunostomy, but had never heard 
of or seen perforation except under such circum¬ 
stances as that. Probably Mr. Lett had the litera¬ 
ture of the subject before him, and therefore would 
he say whether typhoid ulceration perforations 
were now less common than formerly? Nowadays 
surgeons were always on the look-out for anything 
of that sort, and a case of the kind would be known 
about. At St. Mary's Hospital, though they had 
had a fair share of cases of typhoid fever, they had 
not in the last year or two had a case of perforation 
of a typhoid ulcer. One wondered whether the 
treatment of typhoid fever in the medical wards of 
the hospitals staved off the possibility of perfora¬ 
tion of ulcer, or whether it was that enteric fever 
was now less malignant in type than it used to be. 
He was sure the questions which Mr. Lett had 
raised were not only of surgical but also of medical 
interest, even more the latter perhaps than the 
former, and it would be interesting to hear 
physicians throw any light on the pathology. 


Dr. F. de Havilland Hall said, in reference 
to the remark made by Mr. Warren Low concern¬ 
ing typhoid fever, that he certainly thought the 
type at the present day was much less severe than 
formerly. It was years since he had seen a case of 
perforation. Possibly the disease itself was now 
less common. He could only recall one case of 
| typhoid fever in Westminster Hospital this year. 

Some years ago he used to have several cases of 
j the disease in his wards at the same time at this 
1 particular part of the year. He was also of opinion 
1 that the disease was of a milder type than in previous 
, years. The surgeon was not likely to be called in 
so often to treat such cases, and if he were, pro- 
I viding he was called in sufficiently early, from what 
he knew of the operations and the success which 
had attended them, there was less likelihood of a 
fatal result. The next case of perforation of a 
1 typhoid ulcer he had he would certainly call in 
the surgeon as soon as possible. It seemed to 
him that everything depended on the promptness 
with which surgical resistance was called in, and 
that was very much brought to his notice in per- 
I foration of a duodenal ulcer. He was going round 
| the wards of the hospital towards the end of the 
year, and a young man had just brought up one 
and a half pints to a quart of altered blood. The 
diagnosis was probably duodenal ulcer, and the 
diagnosis seemed to be clinched. He (Dr. Hall) 
had hardly left the ward when symptoms of per¬ 
foration occurred. A surgeon was called in within 
an hour, the patient was operated upon, and he 
made an uninterrupted recovery. In such cases 
he thought the combination of profuse haemorrhage 
followed by perforation was uncommon, and it was 
fortunate that the perforation occurred when the 
surgeon was in the hospital, so that there was no 
delay in doing the operation. He had not seen a 
I case of perforating jejunum except once, where it 
! was due to the passage of a biliary calculus which 
became impacted and ulcerated through. 

Mr. C. S. de Segundo said he wondered 
whether the President recalled a case at St. Bar¬ 
tholomew's Hospital which was operated upon by 
Mr. Bowlby many years ago. He (the speaker) 

[ was told it was the first case of perforation of a 
typhoid ulcer which had been successfully operated 
upon. The patient perforated on the ninety-third 
day of his illness, and he was only ambulatory in the 
sense that he was going to walk out of the hospital. 
Mr. Bowlby opened the abdomen and stitched up 
the perforation, and the man made a complete 
recovery. He asked whether that really was the 
first case of the kind to be found in the literature. 
With regard to what Dr. Havilland Hall said about 
early operation, he remembered how years ago 
those cases used to terminate fatally, in spite of 
immediate operation; he was speaking of per¬ 
forating gastric and duodenal ulcers. Since then, 
probably on account of the improvement in sur- 



MR. HUGH LETT. 


[ Dec. 22, 1909. 


176 The Clinical Journal. ] 


gical methods, such cases very frequently recover, i 
He remembered Mr. Ballance relating the case of j 
a barmaid. She was admitted to St. 'Thomas’s 
Hospital three days after perforation. When she | 
perforated her friends put her to bed and gave her 
nothing but gin to drink. She made a complete 
recovery. Perhaps the gin acted as an antiseptic. 
He remembered being asked to see a man who 
was said to have colic, etc. ; it was evident that the | 
patient had subphrenic pyo-pneumothorax. He 1 
had been ill for a fortnight, and was taken into 1 
hospital and operated on. The abscess tracked | 
up through his diaphragm and involved the lung. ] 
He was thoroughly septic and nearly died. He, 1 
too, made a perfect recovery after about six I 
operations. 

The following case deserves mention : A hospital 
nurse was going to call on a surgeon in Harley 
Street, but perforated in the train on her way to 
Town. She, however, went on to her destination. 
Later she proceeded by taxi-cab and train to her 
house in the north of London. Her medical 
adviser arranged for her removal to hospital where 
she was operated on. There was considerable 
septic peritonitis and she was not expected to 
recover. But she did recover, and is again 
nursing cases. 

Mr. Kellock asked Mr. Lett if he thought 
there was any possibility of the ulcer of the 
jejunum in his first case being due to injury 
caused by some sharp body in the food ; not long 
ago he saw a patient who had what proved to be a 
collection of foul smelling pus behind the descend¬ 
ing colon, and in the pus he found a small, sharp 
piece of bone—probably mutton bone—which had 
evidently caused a perforation of the bowel, fortu¬ 
nately behind the reflection of the peritoneum, and 
he wondered if a similar cause might have brought 
about the jejunal ulcer in Mr. Lett’s case. 

Dr. A. F. Voelcker said he had never come 
across a case of perforation of the jejunum apart 
from trauma, and he had never seen one in the 
post-mortem room. It must be remembered that 
the knowledge of ulcers, even of gastric and 
duodenal ulcers, was at present very imperfect. In 
the large intestine one occasionally met with a 
solitary ulcer, the pathology of which was also 
unknown, and such a solitary ulcer might be the 
cause of even fatal haemorrhage. He could only 
suggest that the cause which brought about solitary 
ulcer in the large intestine might bring such about 
in the small intestine. Possibly they were examples 
of embolism and secondary erosion of the intestine, 
but practically he had never come across such cases, 
and he could not contribute anything to the discus¬ 
sion on the matter. With regard to the question of 
perforation of typhoid ulcers, he reminded himself 
and others whose experience was'largely in hospital 
practice, that one of the reasons why the hospital 
physician did not see so many cases of perforation of 


typhoid ulcers, was that so many of the cases of 
typhoid fever were now taken to the institutions of 
the Metropolitan Asylums Board and did not come 
into the general hospitals at all. Perhaps the 
statistics of those institutions would show cases of 
perforation still. What he had seen in hospital 
agreed with what Dr. Havilland Hall said, that 
perforation after typhoid ulcers was less striking now 
than when he was a student. 

Dr. Danvers said he was in conversation yester¬ 
day with Mr. W. H. Battle, who had intended to 
take part in this discussion and mention a case of 
jejunal ulcer which he had operated on success¬ 
fully last month. In Mr. Battle’s case there had 
been a previous gastro-enterostomy performed two 
years ago by another surgeon. The patient was a 
male, aet. 35 years, and after the first operation he 
had enjoyed good health till he was suddenly 
seized with symptoms of perforation one morning 
after breakfast. On opening the abdomen Mr. 
Battle found a perforated ulcer of the jejunum, 
which was sutured, and the patient made an un¬ 
interrupted recovery. The previous operation was 
the old anterior one. He (Dr. Danvers) did not 
wish to offer any theory as to the aetiology of these 
lesions; but with regard to the remarks of Drs. de 
Havilland Hall and Voelcker as to the rarity of 
perforation in typhoid cases seen at present in the 
London hospitals, he would suggest that this was 
due in some degree tp an attenuation of the British 
strain of the typhoid virus and also to a certain 
amount of acquired immunity amongst the present 
generation. When the average travelling Britisher 
contracted typhoid abroad the disease always ran a 
much severer course and was of a more virulent 
type than experienced generally amongst the natives 
of the locality. 

Mr. Lett, in reply, expressed his gratitude to 
the speakers for taking part in the discussion. He 
was at a loss to explain the first case of jejunal 
ulcer, and he was indebted to Mr. Kellock for his 
suggestion. But there was nothing to confirm 
that; it was not a large enough perforation for any 
foreign body to have caused it. The only possi¬ 
bility was that there might have been some foreign 
body inside the intestine, which, however, did not 
come outside. The appearance corresponded 
exactly with what was found in gastric ulcer and 
duodenal ulcer. But he hesitated before saying 
that an ulcer eighteen inches beyond the duodenal 
flexure could be peptic. With regard to the 
mortality nowadays in the acute abdominal cases 
he thought the mortality of all of them was extra¬ 
ordinarily diminished, whether one took appendi¬ 
citis, or gastric ulcer, or duodenal ulcer, and he 
thought there was no question that the reduction 
in mortality was due to improved methods of 
operating, particularly with a saline transfusion per 
rectum . 

December 20th, 1909. 
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A CLINICAL LECTURE 

ENTITLED 

A VERMIFORM APPENDIX WHICH 
LOOKING HEALTHY MAY BE 
DISEASED. 

Delivered at St. Bartholomew’s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 

Gentlemen, —I am about to take as my theme 
the proposition that the vermiform appendix may 
i look normal to the naked eye when it has disease 
in its interior, perhaps very dangerous disease. 
My reason for choosing this topic is, that on more 
1 than one occasion it has been conveyed to my 
mind that many were not aware of this fact, and in 
1 consequence diseased appendices have been left 
in the abdomen. In a little while I shall narrate 
a case in which a second operation had to be 
: done for the removal of the diseased appendix. I 
remember a friend of mine once saying that he 
had seen laparotomy performed and they had 
found that the vermiform appendix contained a 
number of concretions. That vermiform appendix 
was not removed, and the question put to me was 
this: What ought we to have done? You will 
not try to answer such questions by reference to 
authorities ; you will not on a future occasion say, 
“ I removed the appendix because I have been 
told that I ought to,” but you will proceed like 
educated and scientific medical men and inquire 
what may be the condition of an appendix which 
contains concretions. Obviously, if an appendix 
which contained concretions looked perfectly 
normal to the naked eye, and then when it was 
microscopically examined its mucous membrane 
lining was intact, one would imagine that it might 
not be necessary to remove that appendix. I 
will endeavour to convey to your minds an idea of 
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the condition of an appendix which has concretions 
in it. If a concretion is left in the appendix I 
think it is certain, or at all events very likely, that 
it will grow. A faecal concretion is a small faecal 
mass which often has a foreign body in its centre. 
For instance, I have seen a piece of glass in the 
centre of a concretion, also pins, bristles, and so 
forth. But the surface of the concretion is covered 
with quantities of intestinal bacteria growing there, 
and it is reasonable to suppose that by the growth 
of these bacteria on the surface of the concretion 
it will become bigger. The concretion may 
become so big that it thins out the appendix. I 
removed the appendix of a boy which was so 
thinned out by the concretion that one could 
almost see the colour of the concretion through 
its walls. Obviously that was a dangerous state of 
things. But besides thinning the appendix by its 
pressure, a faecal concretion is almost invariably 
associated with ulceration of the mucous lining. 

I do not know whether you have thought of the 
importance of a single layer of epithelium to the 
human being, but the single layer of epithelium 
which lines the alimentary tract and its tubular 
glands is all that intervenes between the bacterial 
contents of the intestine and the venous and 
lymphatic circulation. As long as that single layer 
of epithelium is intact you are safe, but as soon 
as that singlelayer of epithelium is destroyed then 
a bacterial invasion of the veins and lymphatics 
begins and a dangerous condition supervenes. 
Other changes, of course, are associated with the 
presence of faecal concretions, perhaps I ought to 
add of faecal contents, because the concretion is 
only part of the contents of the appendix. Not 
infrequently one sees an appendix inflamed and 
perforated, and whilst removing it a faecal concre¬ 
tion slips out of the hole ; or one sometimes sees 
a gangrenous appendix, and in removing the gan¬ 
grenous appendix a faecal concretion appears. So 
that it is difficult to dismiss from one’s mind the 
impression that the presence of a faecal concretion 
had a good deal to do with the perforation and, 
perhaps, a good deal to do with the gangrene. 
But under these circumstances you have to re¬ 
member that there is another factor which may be 
of much more importance than the mere presence 
of a faecal concretion, namely, that the appendix 
is full of septic contents, and that it has been 
deprived of its protective lining of epithelium. So 


that the perforation and the gangrene may be a 
sloughing, such as may occur in any part of the 
body during the course of an acute infective 
inflammation. And here I wish to draw your 
attention to something which is of great import¬ 
ance. Do not think of the condition of the 
mucous membrane which I have been describing 
as if it was peculiar to the vermiform appendix. 
All who watch the cases in the medical and in the 
surgical wards must be familiar with those in which 
there is a fecal accumulation in the large intestine. 
And you are aware that a fecal accumulation in the 
large intestine, associated perhaps with hard lumps 
of fecal material, ultimately ends in inflammation 
of the lining of the caecum and large intestine, and 
in ulceration, which physicians and surgeons call 
“stercoral.” And now you may observe that I 
have been describing stercoral ulceration of the 
vermiform appendix. 

Now it is clear that if the statements which I 
have made concerning the condition of the lining 
membrane of the appendix in cases of concretion 
are correct, it is not safe to leave such an appendix 
in the abdomen ; therefore the answer to the ques¬ 
tion which was put to me is, that it ought to have 
been removed because the concretion itself is 
dangerous, and associated with ulceration and 
bacterial invasion of the mucous lining of the 
appendix. Such a condition sooner or later ends 
in grave disaster. 

You must not assume that only large concretions 
are a source of danger. The size of the concretion 
has very little to do with the condition of the 
mucous lining of the appendix. Thus, I remember 
removing the appendix of a female which to all 
external appearances was a normal appendix. I 
have often warned you not to use words like 
“normal.” I am using the word now with a view 
of saving time. If I were asked to describe a 
normal appendix, leaving out its size and its 
position, I should say that, first of all, the normal 
appendix would be yellowish-pink in colour. I may 
not convey much to your minds by that, because 
colours vary in the impressions which they convey 
to different people. Observe very carefully the 
condition of the blood-vessels. The blood-vessels 
of a normal appendix can hardly be discerned with 
the naked eye, so that if you can easily see the 
blood-vessels running along and encircling, and if 
they are engorged, the probabilities are strong that 
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that is a diseased appendix. I would just utter 
one word of caution here. Look at the blood-vessels 
of the appendix as soon as you see it, because after 
the appendix has been withdrawn from the abdo¬ 
men, or after the mesentery has been stretched for 
a time, a healthy appendix will become engorged 
with blood, so that towards the middle of the opera¬ 
tion that indication would not be of very much 
value. Next, a normal appendix ought to be per¬ 
fectly smooth and polished. It should not be 
rough or have little villous projections from it, and 
it ought not to be fixed by inflammatory adhesions. 
I do not suppose anyone here will mistake the 
appendicular, caecal, and ileo-caecal folds for in¬ 
flammatory adhesions. As regards the smoothness 
of an appendix, I have frequently noticed that 
although the appendix looked smooth and polished 
small villous projections could be seen on the 
caecum and upon the end of the ileum. Those 
small villous projections are indicative of some 
trouble in the vermiform appendix. So do not be 
content with merely examining the appendix—look 
at its surroundings. Obviously a normal appendix 
ought not to be kinked. Many appendices are 
bent and many are kinked, but there ought not to 
be a kink which goes back when you free the 
appendix. If it is a kink, or bend, or torsion 
which is causing trouble, the part of the appendix 
beyond ought to be obviously swollen and inflamed. 
Needless to say, the normal appendix ought not to 
be constricted anywhere. And I would warn you 
that many appendices which look quite the proper 
calibre outside have their canal obliterated in 
some part of its course when examined by a series 
of microscopical sections. 

To come back to this female who had minute 
concretions in what appeared to be a normal 
appendix. The concretions, my note says, were 
so small that they slipped about in the appendix. 
But when it was examined microscopically it was 
found that its epithelial lining had gone; also the 
epithelium lining the mouths of the tubular glands. 
Thus superficial ulceration of the mucous mem¬ 
brane was in progress, and bacteria could be seen 
passing into the lymphatic system. In fact, bacterial 
invasion had begun. That was an appendix which 
looked normal but had a serious state of things 
proceeding in its interior. I do not propose to 
dwell upon the clinical symptoms of that particular 
case, but to put them briefly she had what Talamon 


describes as appendicular colic. Appendicular 
colic is rather an enticing term. If you were to 
say to a person that he had appendicular colic he 
would think of the ordinary intestinal colic, and 
which you know to be a mere painful spasm of 
unstriped muscular fibres, but which, although 
painful, is not dangerous. But when I tell you 
that appendicular colic is associated with a con¬ 
dition of the mucous lining of the appendix, such 
as that which I have described, you will not mini¬ 
mise its danger. That patient had never had an 
attack of appendicitis, and when she was placed 
under observation we could not discover any 
alteration in her pulse or temperature. She merely 
suffered from colic, which was at first general in 
the abdomen but afterwards settled in the appendix 
region. I might mention one other matter in this 
connection, and it is this: you will naturally 
wonder why one person should proceed through 
life without getting a faecal accumulation or concre¬ 
tion in the appendix, and why another should get 
a faecal accumulation and concretions in the appen¬ 
dix, and perhaps undergo a painful and dangerous 
illness. Now, I have observed over and over 
again that when a person has a faecal accumulation 
in the appendix, he usually has two not uncommon 
conditions : one that the appendix opens out of 
the caecum by what Sir Frederick Treves calls 
a foetal type, so that there is a funnel from the 
caecum into the appendix; and the other that not 
only is the appendix a funnel but it is hanging 
down into the pelvis—two conditions which are 
highly calculated to make it full of faecal material. 

There is nothing new in the idea that the 
appendix which looks normal may be the seat of 
grave disease. For instance, Dr. Hawkins, in his 
admirable book on diseases of the vermiform 
appendix, described the case of a little girl who 
had laparotomy performed upon her because she 
had septic peritonitis. At this operation the 
appendix was inspected and was thought to be 
normal, and therefore it was left. After the 
patient had died the appendix was examined by 
Dr. Hawkins, and he found that it had lost its 
epithelial lining and had patches of inflammation 
—foci of inflammation he calls them—in the sub¬ 
mucous tissue and in [both muscular coats. The 
bacterial condition of this appendix does not seem 
to have been investigated at the time. So Dr. 
Hawkins, who is an exceedingly able and correct 
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observer, took another opportunity of examining 
the appendix from another case of septic peri¬ 
tonitis, and in which the appendix had been 
passed as normal and left in the abdomen. In 
this appendix he found complete destruction of the 
epithelial and glandular part of the mucous mem¬ 
brane, as is shown in Fig. 18 of his book. And 
in Fig. 19 he depicts bacilli in the veins of the 
appendix. And he says—and this is more than 
ten years ago—“ I am sure that in an exploratory 
operation in cases of general peritonitis the appen¬ 
dix may be examined by the surgeon and acquitted 
while it is nevertheless the cause of the mischief/ 1 
So there is nothing new in the belief that the 
normal appendix may be the seat of very serious 
disease. Not very long ago I had this matter 
brought before me in a vivid manner. A young 
lady was supposed to be suffering from appendi¬ 
citis.* There was a slight complication in her 
case because it was said she had colitis. People 
with appendicitis very often do have colitis, and 
people with colitis not infrequently have appendi¬ 
citis. I am going to tell you something which 
it is important for you to know, and which is 
founded upon my own experience. Although 
I have seen a great many people with colitis, 
and I have suspected that many of them had 
appendicitis, yet I have never known an instance 
in which the patient ever got into any serious 
trouble as a consequence of the supposed appendi- j 
citis. In other words, the form of appendicitis 
which complicates colitis is not a dangerous kind. 
You must not say that the appendicitis which 
causes colitis is not of the dangerous kind, because 
if an attack of appendicitis is so bad as to cause 
colitis it is probably a bad kind of appendi¬ 
citis. But when ordinary mucous colitis or ulcera¬ 
tive colitis spreads to the vermiform appendix 
those patients may be very uncomfortable, and it 
may be right to remove the appendix, but I do 
not think their appendix trouble is a source of 
very much danger to them. This young lady had 
slight colitis, and it was supposed* that she had 
appendicitis, so an operation was performed and 
her appendix was looked at. It looked a normal 
appendix and therefore was left behind. After 
that further operative proceedings were undertaken. 

I will not detail them as it is unnecessary ; they 
brought to light nothing but that which was normal. 
This rather long series of operations was recovered 


from, but the patient remained in her previous 
condition. Her pulse and temperature altered 
very little indeed, but she had continuous pain 
and discomfort in the right side of her abdomen, 
and in addition to that she had rather marked 
tenderness at MacBurney’s point. I might pause 
here and say that of all the signs of appendicitis 
a tender spot is, without doubt, the most im¬ 
portant. As long as a human being has a tender 
spot in his appendix region, he is not safe from an 
attack of appendicitis. And over and over again 
we have had patients in the hospital and elsewhere 
who have had an obvious appendicitis. Then the 
pulse and temperature have fallen, and they have 
apparently got perfectly well, but the tender spot 
has persisted. We have allowed them to get up, 
and they have promptly had a relapse of their 
appendicitis. That has happened over and over 
again. So now I object to patients getting out of 
bed as long as their tender spot persists. As long 
as a person has a tender spot he is a proper 
subject for operative surgery. 

To come back again to this young lady, she 
was placed under observation some months after 
the original operation, and great care was taken 
lest anything should have been overlooked. Her 
colitis had got better, there was no stone in 
her kidney or in any of her ureters, there was 
nothing in the urinary tract at all. She had pains 
near the pelvis, so tuberculin was given, to make 
sure there was no tuberculous disease of the 
sacro-iliac synchondrosis. Afterwards the abdo¬ 
men was explored again through the old scar, and 
the appendix removed. To the naked eye everybody 
would have said it was a normal appendix. The 
only thing that I could detect was that its vessels 
were a little easier to see than in the normal 
appendix. But that is such a minute indication of 
disease that one could hardly say more than that it 
looked a normal appendix. However, it was 
removed, and the result of the microscopical 
examination was as follows : The appendix itself 
was distended with faecal contents. The distension 
must have been very great, because in some places 
the wall of the appendix was thinned out till it 
consisted of a very thin layer of peritoneum, a little 
connective tissue, a few muscular fibres and 
possibly an epithelial layer, but even that was 
doubtful. And between the septic contents of that 
appendix and the general peritoneal cavity I suppose 
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there was a layer of tissue which might have been 
one sixtieth of an inch thick. I venture to say 
that that appendix which looked normal was in a 
highly dangerous condition, and it is reasonable 
to suppose that had it not been removed there 
would have been a catastrophe. The result of 
removing the appendix was to remove the pain 
and discomfort. But there is a complication in 
the case which may or may not require further 
attention, but which has nothing whatever to do 
with the appendicitis, so I cannot say that she is 
cured entirely of all her diseases, but she was 
made safe from one of them. 

That is a very striking instance of the dangerous 
condition in which an apparently normal appendix 
may be. I could tell you of additional cases in 
which the appendix looked normal and yet was 
dangerously diseased. Perhaps I ought to mention 
a few others to you, otherwise you may accuse me 
of falling into the trap into which medical men 
often fall, namely, of drawing general conclusions 
from particular instances. Now, I have mentioned 
to you three instances in which the appendix which 
looked normal was dangerously diseased in its | 
interior. And I might mention to you another. 

It is one of my early cases in which a perfectly 
normal-looking appendix was associated with that 
curious shagginess of the caecum which I mentioned. 
That, of course, aroused suspicion. But when 
that appendix which looked normal was removed 
we found ulceration of the mucous lining, and the 
lumen full of purulent and faecal contents. But 
this was not all, because the pus, full of bacteria, 
had infiltrated the mucous lining, which therefore 
was in a very dangerous condition. I remember 
another occasion on which I removed an appendix 
which looked normal. A naval officer complained 
of pain in the abdomen, and the pain was suffi- | 
ciently bad to send him to bed every now and then. 
His medical man told me that during the attacks 
of pain his temperature had been slightly raised. 
However, when he came under observation his 
pulse and temperature were normal, but he had 
slight tenderness in the appendix region. The 
symptoms were so slight that it was a question 
whether it was reasonable to perform any operation 
upon him. However, he was seen by Sir Thomas 
Smith and myself, and the conclusion we came to 
was that he had probably got some slight appendi¬ 
citis, and that his calling rendered that an additional 


source of danger to him, and that therefore it was 
not safe for him to go to sea with a suspicious 
appendix in his abdomen. So an operation was 
performed and the appendix removed. Although 
it looked a normal appendix, it was distended with 
purulent contents and various kinds of bacteria. 
The lining epithelium and that in the mouths of 
the glands was gone, and there was purulent 
infiltration of the mucous lining, and the purulent 
contents had thrust themselves along the mouths 
of the denuded glands. Therefore that appendix 
contained purulent and septic contents under 
pressure, and although it looked normal, was in an 
exceedingly dangerous state. 

There are other conditions besides those I have 
described which may necessitate or justify the 
removal of a vermiform appendix. For instance, 
not very long ago there were very strong reasons 
why a lady’s abdomen should be explored. Her 
case had been on many occasions diagnosed as 
being one of appendicitis. All I knew about her 
for certain was that she had got colitis. I had 
seen the mucus and the casts, and I was sure she 
suffered from mucous colic. She might have had 
appendicitis. She had pain in the right iliac fossa, 
and she had tenderness there also, but she had 
tenderness elsewhere. Still, acting on my belief 
that if she had appendicitis it was the kind of 
appendicitis which was associated with mucous 
colic, and therefore not dangerous, no operation 
was performed. She was treated for mucous colic, 
and apparently got perfectly well. But some time 
after that she became pregnant, and associated 
with the pregnancy there was very marked pain 
and tenderness in the right iliac fossa. The ques¬ 
tion then arose what should be done. As you are 
aware, pregnancy which is complicated by appendi¬ 
citis is one of grave peril to the human being. 
There were, however, curious features in the case, 
and I declined to positively diagnose appendicitis. 
But I thought that under the circumstances it 
would be wise to see what was going on in the 
pelvis and appendix region. So the abdomen was 
opened. Then a curious condition of things was 
found. There was no caecum in the right side of 
the abdomen and no right colon. After a rather 
long but very gentle search I found the caecum 
and the appendix above and to the left of the 
umbilicus. The appendix appeared to be a normal 
one, but nevertheless I thought it ought to be 
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removed—a slight addition to the dangers of the 
operation. And that appendix was in rather a 
curious condition when examined microscopically. 
First of all, near the caecum its lumen was much 
constricted. There was a lumen, but it was very 
small. The distal part of the appendix had no 
lumen, but only a core of inflammatory tissue. 
Inflammation was proceeding at the time that I : 
did the operation. I do not know what the actual : 
meaning of this may be, but the clinical evidence j 
is strong that she had an attack of appendicitis 
about fourteen years before, and nearly died of it, 
so that some of the changes in her appendix may 
have occurred at that time. But when you think 
that her appendix was situated above the umbilicus 
one would be very much inclined to doubt any j 
clinical diagnosis of appendicitis in her case. The 
operation has, she says, made her better than she 
has been for years. So that, besides ulceration, | 
there are other conditions which may justify the 
removal of an appendix. Of course, this lady's 
appendix was not a source of danger to her, but a 
chronically inflamed appendix of that description 
is often painful. It may be very painful, and may 
make the patient’s life a burden. And it may 
upset the functions of the alimentary tract, causing ! 
flatulence, dyspepsia, constipation, and so forth. 
So I think the removal of that appendix was fully ; 
justified, although the operation unexpectedly 
proved to be of a most arduous description. And 
I warn you to never assume that an appendix 
operation is going to be an easy one. They often 
turn out to be the most difficult and embarrassing 
operations in the whole of surgery. If an anaesthetist 
is asked to come to “a simple appendicectomy” 
he smiles, and makes arrangements to devote u 
considerable portion of his time to it. 

Doubtless you will now ask if all this is correct 
about the appendix which seems normal but is 
seriously diseased in its interior. Do you advise me 
to remove every appendix that I see? No. The 
removal of an appendix is based upon a proper 
appreciation of the clinical signs of appendicitis, 
and some of these I have mentioned to you. I 
have referred to the local signs, the pain at the 
seat of the appendix, the tenderness at the same 
spot, and I might have mentioned slight rigidity of 
the muscles over the appendix. I have referred to 
the general signs, which include the pulse and the 
temperature, and in severe cases leucocytosis, and 


I might also have referred to the various functional 
disturbances which are caused by an inflamed 
appendix. But if after you have examined a case 
of supposed appendicitis you come to the con¬ 
clusion that the sum of the clinical symptoms 
justifies the operation for removal of the appendix, 
I think after what 1 have said that you will not be 
deterred from the removal of that appendix because 
its exterior looks normal, for you now know that 
its interior may be seriously diseased. 

December 2 ']th i 1909. 
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Edinburgh. 


Gentlemen, —I wish to speak to you to-day about 
puerperal eclampsia. An enormous amount of 
literature has gathered around the eclampsia of 
pregnancy during the last ten years ; new theories 
of the origin of the disease have been formulated, 
and several new methods of treatment have been 
employed. Still eclampsia stands out prominently 
as the most dreaded and disastrous complication 
which the obstetrician has to face ; perhaps at the 
present day it may be said to be the only one for 
which he cannot profess a remedy. 

The frequency of this disease is rather difficult 
to ascertain, but fortunately it is not really of very 
common occurrence. Those of you who attended 
this hospital in August have obtained a totally 
wrong impression of the frequency of eclampsia, 
for during the first twenty-one days of that month 
we admitted ten women who suffered from puer¬ 
peral convulsions, and considerably more who had 
quite a large amount of albumen in their urine. 
This kind of thing is, of course, altogether excep¬ 
tional ; if it was not so the practice of midwifery 
would be intolerable. When cases occur in a series 
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in this way it strongly suggests that some predis¬ 
posing influence—possibly atmospheric—is con¬ 
cerned in their production. Hospital statistics 
are always misleading in regard to the percentage 
of abnormal pregnancies, and perhaps particularly 
so in the case of this hospital, where we now have a 
pre-maternity ward to which pregnant women are 
invited to come for purposes of diagnosis and treat¬ 
ment. As a matter of fact eclampsia occurs once in 
about 400 or 500 cases, while albuminuria, which 
can be detected by boiling or cold nitric acid, 
occurs probably in about 1 per cent, of cases. 

This is a most fascinating subject for discussion, 
but if I attempt to discuss it with you after the 
manner of the up-to-date text-book I shall confuse 
and perplex you hopelessly. I propose, therefore, 
to consider eclampsia in its physiological aspect, 
and I will deal entirely with one clinical symptom, 
which is invariably present at some period or other 
in the course of the malady—the complete or 
nearly complete suppression of urine. 

It is unnecessary to point out how serious a 
matter it is when the secretion of urine becomes 
arrested in the later months of pregnancy, at a 
time when the metabolic processes of the body are 
being taxed to their utmost, and every eliminating 
organ is working at high pressure. The chief 
eliminating organs are the kidneys, and so long as 
they perform their functions properly one can 
imagine that a serious toxaemic condition may 
exist without the development of grave symptoms. 
The kidneys are able to eliminate the toxins. But 
any checking of elimination by the kidney, more 
or less suddenly produced, will result in evil con¬ 
sequences from the retention in the blood of toxic 
substances which should be excreted. The arrest 
of the secretion of urine is really the “ fuse ” which 
leads up to the eclamptic explosion. 

You realise then how important a matter it is 
that we should be able to form a correct concep¬ 
tion of the altered conditions in the kidney, which 
arise in the eclamptic state and result in more or 
less complete anuria. If we can fix upon the cause 
of this sudden renal incompetency and remove it, 
we have the means of successfully treating practi¬ 
cally every case of eclampsia which has not been 
allowed to advance too far. 

When discussing the treatment of the cases we | 
have had recently in the wards, I have frequently 
told you that one of the most trustworthy indica¬ 


tions of recovery is the increase in the urinary 
secretion. If our treatment can re-establish renal 
activity early enough, and if coincidently with the 
increased secretion of water, there is a rise in the 
urea excretion, the prognosis is very favourable. 
The increased output of urea is a very important 
matter, to which Herman directed attention a good 
many years ago. You have had exceptional oppor¬ 
tunities recently in these wards of noting the main 
clinical features of eclamptic cases. You have seen 
the symptoms associated with the albuminuria of 
pregnancy, the pre-eclamptic state, and those 
which develop after the occurrence of one or 
more convulsions. I want to direct your attention 
particularly to certain important clinical features 
which are very definitely present in every case of 
eclampsia, because I think from a careful study of 
them, and if they are properly interpreted, we 
obtain an important clue to the mechanism by 
which the kidney is thrown out of action. It is 
very necessary that we should have well-marked 
symptoms when we set about elucidating the 
nature of some morbid condition, but you must 
bear in mind that, after all, the correct interpreta¬ 
tion of the symptoms is the important thing. 

Let me now refer to the clinical points, which 
can be observed in all eclamptic cases, and which 
appear to me to shed light upon this essential 
question of suppression of urine. I am considering 
eclampsia in its physiological aspect, so I wish, in 
the first place, to direct your attention to the 
blood-pressure in this disease. I may say at once 
that the arterial blood-pressure is always definitely 
and permanently raised in cases of actual eclampsia ; 
it is likewise considerably increased towards the 
end of pregnancy when the eclamptic state is 
impending. When a definite and lasting rise of 
blood-pressure is detected in the later months of 
pregnancy it cannot be treated lightly, because 
during the whole course of a normal gestation 
there is little or no alteration in arterial pressure. 
Several years ago, when I acted as obstetric physi¬ 
cian to a large dispensary, I investigated this 
matter, and my results agreed with those of many 
other observers, who found that there was no 
striking increase in the blood-pressure before the 
onset of labour. During labour the pressure some¬ 
times becomes considerably raised. My observa¬ 
tions were made with the large sphygmometer of 
Hill and Barnard, and also with Oliver’s small 
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haemo-dynamometer. Both these instruments are 
supposed to measure the “ mean 71 arterial pressure. 
It is now rather doubtful if this is really the case, 
and it has also been shown that the rubber bag 
used in compressing the arm in the Hill-Barnard 
instrument was not sufficiently wide to make the 
determination of the blood-pressure reliable. The 
more recent instruments of the Riva-Rocci type 
are made with broad armlets, and thus greater 
accuracy in the reading is obtained. In this 
■^•epital we use Martin’s modification of the Riva- 
Rokci sphygmometer. We find it easy to use, and 
piyb r a little practice the blood-pressure can be 
lairly accurately estimated. This instrument is 
primarily intended to measure the maximum or 
systolic pressure, and it is a much more simple 
matter to obtain this with accuracy than to deter¬ 
mine the mean pressure. The Riva-Rocci prin¬ 
ciple of recording blood-pressure is to apply com¬ 
pression to the brachial artery by means of the 
rubber armlet, and to take the disappearance of 
the pulse at the wrist as the signal of the occlu¬ 
sion of the vessel. I take the armlet, which is 
over four inches wide, and adjust it snugly round 
the bare upper arm of this patient, who has a 
large quantity of albumen in her urine and 
suffers also from other symptoms of toxaemia. 
The pressure is then raised in the enclosed 
air system, to which the mercurial manometer 
is connected, until the radial pulse disappears. 
Keeping my finger on the radial artery I now 
allow the air system to leak a little, thus causing 
the column of mercury to fall until the point is 
reached when the pulse-beats return at the wrist. 
I repeat the whole observation a second time to 
confirm the accuracy of my first result. You see 
that the reading on the scale of the manometer is 
160 mm. Hg., which denotes a blood-pressure 
much above the average. Under normal con¬ 
ditions the blood-pressure is about 120-130 mm. 

Hg. 


! 


Now what is the cause of the increased blood- 
pressure in this case ? If you palpate the radial 
arteries you will find that they are markedly con¬ 
tracted, and a more detailed examination of the 
patient will show that the physical condition pre¬ 
sent is one where not only the larger, but also the 
smaller arteries are firmly constricted. This is a 
very important fact, for when one is dealing with a 
normal or fairly normal heart, with its muscle in a 


healthy condition, one may lay it down as a rule 
that anything which* constricts the arterioles in¬ 
creases the blood-pre^pure. That is why this 
patient has a higfe bipod-pressure. With equal 
certainty, whatever dflafes the arterioles reduces 
the pressure. You know Very well that certain 
drugs, such as ergot, digitalis, and strychnine, act 
as vaso-constrictors, and thus raise the blood- 
pressure, while other drugs, like the nitrites, act as 
vaso-dilators and lower the pressure. You may 
not be so fully aware that certain of the internal 
secretions of the body—supra-renal and pituitary— 
are enormously powerful constrictors of the arte¬ 
rioles, while others, such as the thyroid and ovarian, 
are potent vaso dilators. Then certain substances 
elaborated in the body as a result of faulty meta¬ 
bolism—half-way products in the manufacture of 
urea, and toxins developed in the intestinal canal 
—are powerful agents in altering the calibre of the 
blood-vessels. Thus while it is a comparatively 
easy matter to feel a radial artery in order to form 
an impression of its tone—that is the degree of 
spasmodic contraction of its walls, and of the 
height of the blood-pressure inside—it is a very 
different thing to say why you find a certain tone 
and blood-pressure present. You may assume, if 
you like, that under ordinary conditions of health, 
and ignoring the influence of the vaso-motor 
centre, a balance is struck between the constrictor 
and dilator internal secretions which results in an 
arterial tone which you call normal. The blood- 
pressure within the arterial system will then like¬ 
wise be normal. You can understand how easily 
this balance may become disturbed by either set 
of internal secretions overacting, and how the 
arterial tonus may alter, and the blood-pressure 
rise or fall as the case may be. But with these 
opposing internal secretions in perfect equilibrium 
the pressure may rise enormously, and remain 
permanently increased for a considerable period. 
The explanation is that we have to deal with a 
toxaemia, and the toxin circulating in the blood¬ 
stream is a powerful vaso-constrictor. 

Now this is the case in eclampsia, and the toxic 
substance associated with this condition, wherever 
it comes from, produces, without any doubt, 
profound and extensive arterial spasm, and thus 
gives rise to greatly increased blood-pressure. 
This is characteristic of the commencement of the 
eclamptic state. These two clinical features—in- 
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creased arterial pressure and marked contraction of 
the arteries and arterioles—are definitely present at 
a very early stage of the toxaemia, which may cul¬ 
minate in eclamptic convulsions and coma if its 
course is not arrested. They are present in the 
patient I have shown you, and she has also marked 
oedema of the face and body, albuminuria, and 
headache. So far the secretion of urine, although 
it is less than normal, is not very notably diminished, 
but the specific gravity is low and far too little urea 
is being excreted. 

Now if this patient becomes more eclamptic, one 
of the first indications will be that her blood-pres¬ 
sure wilt rise still higher, and then you will notice 
a very important and striking clinical fact, namely, 
that in spite of the raised blood-pressure the quan¬ 
tity of urine secreted steadily diminishes. In 
eclampsia the higher the blood-pressure the lower 
the urinary secretion; when the blood-pressure is 
at its highest the secretion of urine is at its lowest 
—is perhaps entirely suppressed. Falling of the 
blood-pressure, following upon relaxation of the 
arteries and arterioles, is the one thing which leads 
to the re-establishment of the renal secretion in 
eclampsia, and this is what all our methods of 
treatment aim at securing. 

You know the common statement in books on 
physiology regarding the relation between the 
blood-pressure and the secretion of urine; it is 
stated that the urinary secretion rises and falls 
with rising and falling of the blood-pressure. Then 
why does the secretion of urine become arrested in 
eclampsia at a time when the blood-pressure is 
abnormally high ? You will agree with me that if 
we can correctly interpret this condition of matters 
we obtain an important clue to the successful 
treatment of eclampsia. 

First, then, I wish you to understand that the 
amount of urine secreted by the kidney in a given 
time is not always a simple consequence of the 
height of the blood-pressure in the renal artery. 
Commonly enough, and under fairly normal vas¬ 
cular conditions, it is so, but the main thing which 
I wish you to lay hold of is this—that the secretion 
of urine increases and diminishes with increased 
and diminished flow of blood through the kidney. 
That is a very different matter and a most impor¬ 
tant physiological fact, for when the blood-pressure 
is high and the urine on that account is freely 
secreted, you can arrest the secretion entirely by 


simply compressing the renal vein. This does not 
alter the arterial pressure in any way, but it stops 
the flow of blood through the kidney. 

From a knowledge of the effects of certain vaso¬ 
constrictor drugs upon the renal circulation, I feel 
justified in telling you that as the result of the 
eclamptic condition a profound alteration takes 
place in the circulation of blood through the 
kidneys, and that this alteration suspends the 
function of secretion. The complete anuria which 
is generally present at some stage of eclampsia 
means that the flow of blood through the vessels of 
the kidney is entirely stopped; blood cannot get 
into the kidney and blood cannot get out. 

Let me go into more detail and explain what I 
believe to be the mechanism by which the condi¬ 
tion of anuria in eclampsia is brought about by 
gradually increasing contraction of the arteries and 
arterioles. I have demonstrated to you the circu¬ 
latory features which develop in the eclamptic 
state, and these clearly point to the presence in the 
blood-stream of some powerful vaso-constricting 
substance possessing the properties of the internal 
secretion of the adrenal glands. So much is gene¬ 
rally conceded ; the next thing is to understand the 
mechanism which alters the renal circulation in such 
a way as to cause more or less suppression of the 
urinary secretion. 

This is a somewhat complicated matter and some 
physiological points must be considered. In the 
first place, under normal conditions and when the 
flow of blood through the kidney is unimpeded, 
anything which contracts the arterioles to a 
moderate degree will raise the aortic pressure and 
thus drive more blood into the kidney. The result 
is that the blood-pressure in the glomeruli rises, 
and for this reason more urine is secreted. I want 
particularly to emphasise this physiological point, 
namely, that the amount of urine secreted is deter¬ 
mined entirely by the height of the blood-pressure 
in the glomeruli ; the height of the blood-pressure 
in any other part of the arterial system counts for 
nothing and must not be t^ken as an index of the 
glomerular pressure. This is a very important 
matter to bear in mind when you are dealing with 
a toxaemic condition such as eclampsia, where, as 
the disease progresses, a vaso-constricting toxin 
acts more and more powerfully on the blood-vessels. 
I will tell you what happens so far as the kidney is 
concerned, for in the vast majority of cases it is the 
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first organ to suffer. Very occasionally, I think, 
the liver is gravely affected before the kidney gives 
a definite symptom to indicate that the toxaemia 
has advanced to a dangerous degree; in these un¬ 
fortunate circumstances—and we had a case of this 
kind recently—the patient is doomed. 

As regards the kidney, what happens is this. As 
the vaso-constricting substance acts more power¬ 
fully it causes contraction of the vessels, not only 
of the body generally, but of the kidneys in parti¬ 
cular. This contraction proceeds to such an extent 
that the smaller branches of the renal artery become 
so much contracted as to arrest the flow of blood 
through the kidney. Then the pressure of blood 
within the glomeruli naturally falls to a very low 
level, and the secretion of urine cannot be main¬ 
tained. In this way the urine may be suppressed 
altogether, exactly as it would be if one put a liga- j 
ture around the renal artery. In a case of this kind j 
the brachial blood-pressure, as estimated by the 
sphygmometer, is found to be enormously high. 
When the spasm of the renal vessels passes off 
the pressure is again turned on to the glomeruli, 
and the secretion of urine becomes greatly in¬ 
creased ; suppression of urine in such cases is 
succeeded by copious diuresis. 

You realise, then, how a severe toxaemia of preg¬ 
nancy, by means of steadily advancing vaso con¬ 
striction, can gradually lessen the arterial blood 
supply to the kidney until the circulation through 
the glomerular tufts is brought to a standstill. 

Such a state of matters is serious enough, but if 
this was all that happened to the kidney in the 
eclamptic state, medical treatment would generally 
be sufficient to re-start the flow of blood, through 
the kidney, and hence re-establish the secretion of 
urine. But, unfortunately, a far more serious thing 
happens —the re?ial veins become greatly congested , 
and the pressure in them is enormously raised. 
This somewhat unexpected secondary effect follows 
upon cutting the arterial blood supply off the 
kidney. We are indebted to the researches of 
Brown-Sequard for ^his important observation. 
He showed that when there is obstruction to the 
flow of blood through the renal artery, the kidney 
soon becomes deeply congested, because the veins 
of the organ lose their contractile power, and the 
blood consequently flows backwards into them 
from the large venous trunks. This great back¬ 
ward venous pressure on the kidney is by itself 


sufficient to lead to a scanty secretion of urine, 
and always causes a large quantity of albumen to 
appear in it. There is direct pressure upon the 
arterial capillaries of the glomeruli and upon the 
urinary tubules by the small over-distended veins 
which ramify throughout the kidney substance. 

I wish you to fully appreciate what an unlucky 
thing this is for the eclamptic patient, because even 
when you can relax the renal arteries by means of 
certain drugs, which is quite possible, and thus 
permit blood to flood the glomeruli again, the 
steady flow of blood through the organ, necessary 
for the proper secretion of urine, cannot occur 
until the venous pressure is relieved. This intense 
engorgement of the renal veins is really the main 
obstacle in the way of getting the kidney to 
resume its functions; it is a case of tightly con¬ 
tracted empty arteries and over-filled veins. 

I have now roughly sketched out my conception 
of eclamptic anuria as it occurs in pregnant women 
who have never previously suffered from nephritis. 

1 believe that this sudden incompetency may occur 
in the healthy kidney from such a disturbance of 
its circulation as I have described, brought about 
by a powerful vaso-constricting toxin, probably 
maternal in origin, which, as a result of pregnancy, 
sometimes finds its way into the blood in dangerous 
quantities. The post-mortem appearances found 
in the kidney in eclampsia, such as changes in the 
epithelial cells of the tubules, may result entirely 
from the altered circulatory conditions ; they may 
be largely ascribed to the intense venous conges¬ 
tion of the organ. 

This same alteration in the renal circulation 
may, of course, occur when the kidney happens to 
be affected by a chronic parenchymatous or inter¬ 
stitial nephritis, and then, naturally enough, there 
will be certain anomalies both in the renal and in 
the general symptoms. 

I will now show you a patient who is in a con¬ 
dition of actual eclampsia. She has had one fit 
previous to her admission to the hospital, and is 
now very drowsy and stupid. You note that the 
larger arteries are tightly contracted, and we find 
the blood-pressure extremely high—210 mm. Hg. 
A catheter has been passed into the bladder and 

2 oz. of urine has been obtained. This urine is 
so highly albuminous that it becomes nearly solid 
on boiling. Now in order to cure this woman you 
must make her kidneys secrete urine again ; if you 
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can do that she will probably recover whether you 
empty her uterus of its contents or not. This 
woman is in an early stage of her first labour, and 
I am not at all disposed to rapidly dilate her cervix 
and extract the child. That is bad treatment, in 
my opinion, except in exceptional cases. Another 
thing that makes me wish to allow labour to pro¬ 
ceed slowly and naturally is because I cannot hear 
the foetal heart. I assume, therefore, that the child 
is dead, and I may tell you that in eclampsia the 
foetal mortality is always exceedingly high. 

When foetal death occurs in the course of 
eclampsia the outlook for the mother is much 
more hopeful, and that is why there is less need to 
hurry up labour in this case. While the child is 
alive the toxaemia continues to exert its baneful 
action unchecked; after the child’s death it seems 
that no fresh supply of the toxin is manufactured. 
At all events all the symptoms of the disease 
commonly improve coincidently with the death of 
the foetus, but I cannot tell you precisely why this | 
is so, and I do not wish to theorise on the matter. 

In the case of our patient then, the all-important 
question is this : Can we restore the renal circula¬ 
tion to its normal condition, and thus re-establish 
the secretion of urine ? 

I may again remind you of the state of matters 
in the kidney. The smaller renal arterioles are 
firmly constricted, thus leading to extremely low 
pressure in the glomeruli; the venous pressure at 
the other side is enormously increased, and con¬ 
sequently there is considerable compression on the 
artery and urinary tubule in each glomerulus by 
the engorged efferent vein; the flow of blood 
through the kidney is very sluggish, or may be 
stopped altogether. 

Now, under such conditions, the object of treat¬ 
ment is to get blood to flow freely through the 
kidney again. It is possible to do this in two 
ways. 

One way is to dilate the renal arteries and thus 
turn the enormously high aortic pressure on to the 
glomeruli. In this way the arterial tufts are re¬ 
filled with blood, the venous pressure is overcome, 
and urine begins to be secreted again. Certain 
drugs have the power of producing very complete 
relaxation of all the blood-vessels in the body, 
including those of the kidney, and if eclampsia is 
treated medically we usually employ one or more 
of these drugs and use them in very large doses. 


Among these vaso-dilator remedies I may mention 
morphia, gr. hypodermically for a dose; 

thyroid extract, 40 gr. at first, followed by 30 gr. 
every four hours till 100 or 130 gr. are given, then 
15 gr. every four hours till marked “ thyroidism ” 
is produced; chloroform and chloral, nitroglycerine 
and erythrol tetranitrate. 

The other way to start the flow of blood through 
| the kidney is clearly to loiver the pressure of blood 
I in the renal veins . This will strike you as being 
■ the correct physiological thing to do if the circula- 
! tory condition of the kidney is as I have described 
it. If you can get the blood out of the smaller 
renal veins the arterial pressure inside the glomeruli 
will soon become raised, and the kidney will be 
enabled to resume its functions. In the treatment 
of eclampsia at this hospital during the present 
quarter our attention has been directed mainly to 
the venous side of the kidney ; we have employed 
measures calculated to empty the organ of its 
venous blood. I will tell you shortly what we do, 
without going at all fully into explanations. When 
the case is a fairly severe one, that is to say, when 
there have been two or three fits, and the secretion 
of urine is scanty, we carry out the following four 
methods of treatment: (1) Bleeding from a vein ; 

(2) transfusion of saline solution into the vein ; 

(3) washing out the stomach ; (4) putting a solu¬ 
tion of magnesium sulphate into the stomach by 
means of the stomach-tube, to act as a purgative. 

(1) Bleeding from a vein. —We bleed freely from 
a large venous trunk; the median basilic vein is 
generally chosen. The patient is put under chloro¬ 
form, unless she is deeply comatose, and a band¬ 
age is applied round the upper arm to make the 
veins of the forearm stand out. An incision about 
one inch long is made over the vein, which is 
separated from the tissues, and a loop of silk 
placed underneath it. We do all this because, 
after drawing off blood from the vein, we generally 
wish to transfuse warm saline solution into the 
circulation. We make an opening into the vein, 
and bleed to the extent of ten, fifteen, or twenty 
ounces. 

(2) Transfusion of warm saline solution into the 
vein .—Twenty ounces or more of warm normal 
salt solution is run slowly into the opened vein. 
It is generally supposed that this has some effect 
in diluting the toxin, but if such is the case it is 
not the most important action of this method of 
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treatment. What you actually do when you put a 
lot of warm saline fluid into an abnormally con¬ 
stricted vascular system is to relax the contracted 
arterioles and lower the blood-pressure. Thus 
you bring about one of the essential factors neces¬ 
sary for the re-establishment of diuresis. On 
theoretical grounds you may imagine that the 
addition of extra fluid to the circulation must raise 
the pressure and be harmful. In cases of severe 
haemorrhage, where such addition of fluid is made 
to fill up empty vessels, naturally the effect is to 
raise the blood-pressure very definitely. But when 
the arterioles are firmly tightened up from the 
action of a toxin circulating in the blood, and the 
blood-pressure is markedly raised, then the saline 
solution is powerfully vaso-dilator in its effects. 

(3) Washing out the stomach with hot water .— 
While the patient is still under chloroform a soft 
rubber tube is passed into the stomach. Hot 
water is poured down the tube through a funnel 
until the stomach is quite filled up. Then you 
pinch the tube between the finger and thumb so as 
to keep it full of water. This is an important point, 
because it is only by having the stomach-tube full 
of water that it will act as a syphon when you 
invert the funnel. We allow the hot water to 
remain in the stomach for several minutes and 
wash out the organ twice at least. 

You may wonder why we wash out the stomach 
in eclamptic cases, and I will tell you briefly what 
I think may be the rationale of this treatment. 
The mucous membrane of the stomach does much 
more than simply excrete gastric juice ; it excretes 
into its cavity toxic substances which are present 
in the blood. If tartar emetic, morphia, or certain 
other drugs are present in the blood they are 
excreted in part into the stomach. Snake venom 
is excreted in exactly the same way. The same 
thing may happen with the toxin of eclampsia, and 
then your stomach washing does good by ridding 
the system of so much of the poison. 

If you pour water at a temperature of no 0 or 
115 0 F. into the stomach it is possible that you do 
more than simply wash away some of the toxin. 
You are applying heat directly to a huge vascular 
area, and the capacious splanchnic vessels, by 
relaxing, may readily draw the blood away from 
the renal veins. I think this is quite a practical 
thing. I believe the good effect of emptying the 
uterus quickly in eclampsia is to be explained by 


the fact that the direct pressure upon the splanchnic 
vessels is thus removed, and hence the over-filled 
renal veins can bleed into them. 

(4) Putting a solution of magnesium sulphate into 
the stomach to cause free purgation .—Before the 
withdrawal of the tube we pour a concentrated 
solution of sulphate of magnesia (four ounces in 
five ounces of water) through the funnel and leave 
this quantity of the powerful saline purgative inside 
the stomach. In case the patient is apt to vomit 
after this we generally prolong the chloroform 
anaesthesia for a little time. The very free purga¬ 
tion from the intestine following this dose seems to 
be a useful effect, and it is more precise in its 
action and altogether better than croton oil. 

By these methods of treatment we usually get 
the circulation through the kidney restored to 
something like the normal condition and urine is 
secreted again. Our results have been remarkably 
good. 

I have described what I believe to be the altered 
conditions of the renal circulation which underlie 
the abolition of the secreting function of the organ, 
and it will possibly occur to you that the methods 
of treatment directed towards lessening the venous 
engorgement of the kidney are somewhat indirect 
and uncertain in their action. This is quite true, 
and there is a better way, but it is not one that we 
care to employ except in extremely grave cases. 
The method is to cut down on the kidney and 
draw off blood directly from the venous plexuses of 
the organ. This is undoubtedly a rational plan, 
founded upon a physiological basis, and surgical 
interference of this kind was advocated in 1904 by 
Dr. George M. Edebohls, of New York. He goes 
the length of decapsulating the kidney, but this is 
probably quite unnecessary unless, in a case of 
eclampsia, the organ happens to be affected by a 
chronic nephritis. It should be sufficient in cases 
of genuine puerperal eclampsia to bleed the kidney 
freely by cutting deeply into its lower border. This 
would be a comparatively simple procedure and I 
would be disposed to recommend it, perhaps 
particularly, in cases of post-partum eclampsia with 
persistent anuria. 

December vjth , 1909. 
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SOME SIGNIFICANT URINARY 
REACTIONS. 

By W. LANGDON BROWN, M.D., F.R.C.P., 

Physician to the Metropolitan Hospital; Medical 
Registrar and Demonstrator of Physiology, 

St. Bartholomew’s Hospital. 


It has happened to most of us at some time to 
clear up the diagnosis of an obscure condition by a 
single urinary test. The discovery of copaiba in 
the urine has probably saved many of us from 
wrongly notifying a case as scarlet fever; finding 
the ova of bilharzia may have revealed the cause 
of an intermittent haematuria. I remember an un¬ 
conscious man being admitted under my care as a 
case of cerebral haemorrhage. The house-physician, 
suspecting uraemia, drew off the urine and found 
that it was black and yielded a violet colour with 
ferric chloride. He realised at once that it was a 
case of carbolic acid poisoning and promptly 
applied appropriate treatment with success. On 
searching the house an empty bottle labelled 
carbolic acid was found near the spot where the 
patient was lying. 

But a single test may mislead ; I have come 
across five cases where the discovery of sugar in 
the urine of a patient admitted unconscious has 
led to the diagnosis of diabetic coma being made. 
Several of these were energetically infused in that 
belief. But post-mortem examination revealed the 
existence of intra-cranial haemorrhage, usually in 
the cerebellum, but always far enough back to press 
on the fourth ventricle. As I have pointed out 
elsewhere, this mistake can be readily avoided, for 
ferric chloride will always give the claret-coloured 
reaction with the urine in diabetic coma, due to the 
diacetic acid, which will not be found in pressure 
glycosuria. 

In each of the instances I propose to relate 
here the discovery of a somewhat rare substance 
in the urine threw an entirely fresh light on the 
case. 

(1) Albumosuria .—A Jew, cet. 50 years, was 
admitted under my care at the Metropolitan Hos¬ 
pital with the history that he had been ailing for 
about a year. He complained of pains all over and 
loss of flesh. He was anaemic ; he looked ill and 
in pain, groaning whenever he was moved. No 


swelling of any bone or joint could be made out, 
though the ribs were very tender even to light 
percussion. The chest was emphysematous and 
there were signs of bronchitis. Nothing else was 
made out except that the urine was reported to 
contain a doubtful trace of albumen with granular 
and hyaline casts. Measured by Esbach’s method 
the amount of albumen rapidly increased from a 
trace to *2 per cent. Then an abundant deposit of 
triple phosphates manifested itself. 

Soon after this I was asked to see the urine 
because the abundant precipitate of “albumen,” 
which at first appeared on warming, disappeared on 
heating to boiling point. This roused the suspicion 
in my mind that it was not albumen butalbumose, 
or, as it is more usually called now, proteose, 
which was present in the urine. This substance 
was first described by Bence Jones in cases of mul¬ 
tiple myeloid tumours of the bone. The discovery 
of albumose would therefore be of great importance 
in the diagnosis; indeed Bradshaw regards it as 
one of the most significant clinical observations 
which it can fall to the lot of the physician to 
make, since its presence is one of the few signs of 
disease which can strictly be called pathogno¬ 
monic. 

Without going into elaborate detail it may be 
said that the following tests are sufficient to identify 
the Bence-Jones albumose in the urine. After 
neutralisation the urine is heated. A dense, 
sticky, white precipitate appears, which vanishes 
again on further heating to boiling point. While 
the urine is boiling it is filtered to get rid of any 
coagulable protein. On adding nitric acid to the^ 
cooled filtrate an immediate precipitate appears at 
the line of junction, which disappears on warming 
and reappears on cooling. The urine in the present 
case gave all these tests. 

The patient grew steadily worse, and hard 
nodules could be felt firmly attached to several of 
the ribs, over which the skin was freely movable. 
These swellings corresponded to the points of 
maximum tenderness which had been previously 
observed. Hard movable glands could be felt in 
the right axilla. The patient’s condition was too 
bad to permit of a skiagram being taken, and he 
died a few days later of broncho pneumonia. 
Unfortunately no post-mortem examination was 
allowed. 

It was, however, evidently a case of myelopathic 
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albumosuria, sometimes called Kahler’s disease. 
This usually occurs in men in later middle life, and 
there is often a period of great weakness and 
diffuse pains like those of chronic rheumatism 
before the tumours can be detected. There is also 
marked tenderness on pressure over certain points. 
The sudden appearance of the tumours is due to 
bursting of the growth in the marrow through the 
compact tissue of the bone. The detection of 
albumose in the urine is highly significant because 
it enables a diagnosis to be made before the 
tumours appear and prepares us for an inevitably 
fatal issue in a case which may have been regarded 
as one of intractable chronic rheumatism. 

The fact that abundant albumosuria is only met 
with in cases of multiple myeloid tumours of the 
bones naturally suggests that the albumose origi¬ 
nates in the tumours. Hutchison and MacLeod 
found the albumose in the vertebrae and femur of 
a case, but were unable to detect it in the blood 
and organs. 

It is, of course, true that traces of albumose 
may appear in the urine in many febrile diseases 
and in chronic suppuration, but this is very different 
from the large amount met with in this disease, 
where a putty-like deposit of albumose may be 
found. Moreover, the albumose of fevers and 
suppuration gives a rose-pink colour with a trace 
of copper sulphate and excess of caustic soda, 
while the Bence-Jones albumose gives a violet 
colour with this test. 

Melanuria .—It may be conceded now that the 
presence of melanin in the urine is diagnostic of 
the presence of a melanotic sarcoma. Garrod # 
has shown that wherever it has been claimed that 
melanuria has occurred, apart from melanotic 
sarcoma, an unsatisfactory test has been employed. 
It must be remembered that melanin is not usually 
excreted as such, but as an uncoloured chromogen. 
The urine may blacken on standing, as in carbol- 
uria, or only when reagents are added. Though 
oxidising agents will produce the black colour, 
this is insufficient for diagnostic purposes. The 
only really trustworthy test is the blackening that 
follows the addition of a moderately concentrated 
solution of ferric chloride. When only a small 
quantity of the reagent is added a grey precipitate 


* * St. Bartholomew’s Hospital Reports,’ vol. xxxviii, 
1902, p. 25. 


is formed which re-dissolves in excess, and at the 
same time the liquid becomes intensely black. 
Garrod says: “ This test is not only a very 
delicate one, but has the great advantage that the 
urines which are most likely to be mistaken for 
melanuric ones are not blackened by ferric 
chloride.” The following cases substantiate the 
great value of this test: 

Case i.— I saw a woman, aet. 53 years, in con¬ 
sultation with Dr. Cockell, of Dalston. The 
history was that about three months before she 
began to suffer w r ith pain in the left side. Dulness 
appeared there with loss of vocal vibrations, breath- 
and voice-sounds. Friction had never been heard. 
The signs slowly increased, the pain persisted, and 
she began to be very short of breath. The tempera¬ 
ture had been normal throughout. When I saw 
her there was absolute dulness and total absence 
of respiratory murmur all over the left lung, yet 
the heart was hardly displaced at all. We did not 
think that the signs were consistent with a pleural 
effusion, but were suspicious of growth. Searching 
for evidence of a primary focus, I noticed a black 
mole, about the size of a florin, on the right side 
of the abdomen. The patient said that it had been 
there as long as she could remember, but she 
thought it had grown rather larger lately. It 
occurred to me that if this were the primary focus, 
and the signs were due to melanotic sarcoma of 
the lung, there should be melanuria. On adding 
ferric chloride to the urine a distinct black reaction 
was obtained. At the same time it hardly seemed 
right to leave her in so much distress without 
exploring the chest, so a fine trocar and cannula 
were inserted in the seventh interspace in the pos¬ 
terior axillary line. Even on aspiration, however, 
only about a couple of ounces of blackish fluid 
were obtained. On examining this microscopically 
large cells were seen containing distinct grains of 
black pigment. The diagnosis was therefore con¬ 
firmed. The patient died about a month later. 

Case 2.—A man, aet. 57 years, was admitted to 
the Metropolitan Hospital in January, 1908, under 
my care, with the history that he had been getting 
thinner for the last few weeks, and had become 
short of breath. He had been in another hospital 
twelve months before, where a blood-stained pleural 
effusion had been found and five pints of fluid 
removed. 

The right eye had been excised, and he told me 
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that this had been done in King’s College Hospital 
in 1904. There was bulging of the left side of the 
chest, and the respiratory movements were very 
deficient here. There were enlarged veins over 
the upper part of the chest and the abdomen, the 
blood in which was flowing away from the bulging 
area. Several small subcutaneous nodules could 
be felt on the chest and abdomen, and one over 
the left clavicle. On percussion there was dulness 
from the second rib out to the axillary fold on the 
left side, reaching two fingers’ breadth to the right 
of the sternum, and at the back one inch above the 
angle of the left scapula. The heart’s apex was 
felt in the fourth left space close to the sternum. 
The heart-sounds were faint, but natural. Over 
the dull area the vocal vibrations were greatly 
diminished, the breath-sounds were inaudible, and 
the voice-sounds were very muffled. 

The bulging of the chest, the definite enlarge¬ 
ment of the veins, and the small nodules, convinced 
me that new growth of the lung was more likely 
than a simple effusion. The fact that an eye had 
been removed suggested that a melanotic sarcoma 
had been the primary growth. This was confirmed 
by the following steps : An exploring needle with¬ 
drew only a little blood-stained fluid, which rapidly 
clotted (in itself a suspicious sign); there was 
melanin in the urine, and one of the nodules 
excised under a local anaesthetic showed typical 
melanotic growth. The diagnosis was thus com¬ 
pletely made. A request made to the Surgical 
Registrar at King’s College Hospital for informa¬ 
tion as to the previous history was kindly answered 
as follows : “The eye was excised for corneal ulcer 
and hypopyon in November, 1903. On section of 
the eye later a large melanotic sarcoma of the 
choroid was found. Three months later some of 
the eyelid, orbital contents, and periosteum had to 
be removed for recurrence.” 

The patient steadily got worse; he began to 
cough up blood-stained sputum, the pain and the 
bulging of the chest increased, and he died seven 
weeks after admission. 

Post-mortem an enormous mass of melanotic 
sarcoma was found filling the left side of the chest, 
replacing the greater part of the lung tissue, ex¬ 
tending across the middle line and perforating the 
diaphragm. The mediastinal and cervical glands, 
the ribs, and the xiphoid cartilage, were invaded 
also. There were nodules in the mesentery, 


mesenteric glands, mucous membrane of the ileum, 
retro-peritoneal glands, bladder and pancreas. 
There were no growths in the liver, spleen or 
kidneys. 

H/EMATOPORPHYRINURIA. 

It it well known that enough haematoporphyrin 
may be found in the urine in cases of sulphonal or 
trional poisoning in sufficient quantities to render 
the urine either port-wine colour or dark brown. 
It is then a sign of grave import. But it may also 
occur in various morbid conditions of the liver, 
without any very serious significance. Occasionally, 
however, perplexing cases are met with in which 
haematoporphyrinuria may be associated with grave 
toxic symptoms, and yet drugs of the sulphonal 
class can be excluded. The detection of the 
haematoporphyrin in the urine may explain the 
true nature of the case. The following instance is 
interesting because of its recurrent character, and 
because in each attack the symptoms led to a 
suspicion of intestinal obstruction. 

In June, 1906, a married woman, aet. 22 years, 
was admitted to the Metropolitan Hospital, under 
the care of Mr. Harmer, for a severe attack of 
abdominal pain with vomiting and constipation. 
The vomited material was deeply bile-stained, but 
never faecal. The urine was claret-coloured and 
contained a few blood-corpuscles, though not nearly 
enough to account for the colour. Mr. Harmer 
decided that she was not suffering from intestinal 
obstruction, so large enemata were ordered and 
she was placed upon milk diet. There was no 
improvement in her condition until the sixth day, 
when the vomiting ceased and the bowels became 
fairly regular. Soon after this she miscarried, and 
the urine became normal in colour again. In 
April, 1907, she had another attack, in which the 
urine again became dark. In February, 1908, she 
had her third attack of abdominal pain, vomiting 
and constipation, for which she was admitted to 
the Metropolitan Hospital. As there was no 
evidence of intestinal obstruction she was trans¬ 
ferred to the medical wards, where she came under 
my observation. She was very thin, with a good 
deal of pigmentation on the face and abdomen. 
The tongue was coated with a thick brown fur. 
The abdomen moved well; there was no rigidity, 
tenderness or evidence of free fluid. No viscus 
was palpable. The pain was referred to the 
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umbilicus. A small amount of blood was found 
to be oozing from the anus, but nothing abnormal 
could be found on rectal or vaginal examination. 
The temperature, respirations, pulse and blood- 
pressure were natural. She only passed small 
quantities of urine, which was dark brown in colour 
and strongly acid. It contained no blood-corpuscles, 
albumen, sugar, acetone or diacetic acid. On 
spectroscope examination two bands were seen, 
identical in position with those of oxy-haemoglobin, 
but unaltered on the addition of reducing agents. 
This is typical of haematoporphyrin when in metallic 
combination, as it frequently is in the urine. On 
the addition of strong hydrochloric acid the urine 
became purple and showed the ordinary bands of 
acid haematoporphyrin. Both before and after 
treatment with acid the band of urobilin was very 
distinct. The patient was still vomiting and had 
become very drowsy and delirious. She had three 
epileptiform convulsions, each lasting about five 
minutes. The bowels only acted in response to 
enemata for the first five days. The combination 
of toxic symptoms with haematoporphyrinuria 
naturally led to the suspicion of sulphonal poison¬ 
ing, so large doses of sodium bicarbonate were 
given, to which potassium citrate and digitalis were 
added on account of the scanty urine. A blood 
examination showed that there was a slight excess 
of red corpuscles, nearly 6,000,000. The total 
number of leucocytes were normal, 9000, but there 
was a curious alteration in the proportions, 62 per 
cent, being lymphocytes. She rapidly improved, 1 
but the urine still continued to show the bands of 
haematoporphyrin, and constipation remained a 
troublesome feature of the case. Finally, the 
administration of a drachm of magnesium sulphate 
three times a day was followed by the disappearance 
of the bands. 

The symptoms here described accord closely ! 
with those of sulphonal or trional poisoning. The | 
patient denied, however, that she ever took any 1 
drugs except those given her by her doctor, who | 
kindly informed us that he had never ordered her | 
anything of that kind. That these drugs were not 
responsible for her symptoms is further supported 
by the fact that she remained in hospital for a 
month, during which time she was certainly not 
taking them, and yet the haematoporphyrinuria 
persisted. 

Somewhat similar cases have been recorded by 


Garrod, # Ranking and Pardington,+ Lestock 
Thornton, l and Munro.§ 

It is very probable that some intestinal intoxica¬ 
tion is responsible for this condition, for the 
following reasons : || 

(1) The leading symptoms are those of an 
intense gastro-intestinal irritation—abdominal pain, 
vomiting, with the passage of blood per rectum ,, 
followed by much prostration, restlessness, and 
delirium. The similarity of the symptoms with 
those of sulphonal suggest a toxic agent. 

(2) Haematoporphyrinuria occurs in other 
diseases in which there is a definite intestinal 
lesion such as enteric fever. 

(3) The pronounced urobilin band shows that 
one body of putrefactive origin at any rate was 
being absorbed in excessive amount by the intes¬ 
tinal walls. 

(4) Sulphaemoglobinaemia also occurs under 
conditions of constipation and is much relieved by 
aperients. Both sulphaemoglobin and haematopor- 
phyrin are easily obtained from reduced haemo¬ 
globin but not from oxy-haemoglobin. This suggests 
that in both cases some reducing agent is at work, 
aqd the intestinal symptoms point to the alimentary 
canal as its source. Magnesium sulphate has 
relieved both sulphaemoglobinaemia and haemato¬ 
porphyrinuria. 

It is quite possible that haematoporphyrinuria 
occurs in this way more frequently than is generally 
realised, because it may be easily overlooked if it 
merely gives a brown colour to the urine. Yet its 
presence may give the key to the diagnosis. For 
this reason I have thought it worth while to call 
attention to what some may regard as a patho¬ 
logical curiosity, since so much interest is being 
taken at the present time in the subject of intestinal 
intoxication. 


* Garrod, ‘Trans. Path. Soc. Lond.,' 1894, vol. lv, 
P . 142. 

t Ranking and Pardington, ‘ Lancet,’ 1890, vol. ii, p. 
434 - 

X Lestock Thornton, ‘ Lancet,’ 1904, vol. ii, p. S88. 

$ T. K. Munro, ‘ Quart. Journ. Med.,’ vol. i, p. 49. 
i| For a fuller discussion of the evidence see Langdon 
Brown and H. O. Williams, ‘ Lancet,’ vol. i, 1909, p. 1105. 
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THE TREATMENT OF SPASMODIC 
ASTHMA. 

By HARRY CAMPBELL, M.D., F.R.C.P., 
Physician to the West End Hospital for Nervous 
Diseases. 


Ladies and Gentlemen, —Our subject this after¬ 
noon is spasmodic asthma. By this I mean a 
paroxysmal breathlessness resulting from a genera¬ 
lised narrowing of the smaller bronchi. 

You will observe I say “paroxysmal” breathless¬ 
ness. I ought to add that every grade of 
paroxysmalness is met with, from breathlessness 
which begins and ends quite abruptly to chronic 
breathlessness with mere paroxysmal augmenta¬ 
tions. 

You will also note that I refer the breathlessness 
to a generalised narrowing of the smaller tubes, 
j What justification, you may ask, is there for this ? 

Well, the absence of vesicular murmur during the 
I attacks shows that the entrance of air into the 
| vesicles is hindered; that the obstruction is 
bronchial is proved by the abundance of dry rales 
which can be heard all over the chest; that it is 
in the smaller tubes follows from the fact that it 
would be impossible to get a generalised obstruc- 
| tion in the larger ones by any mechanism we can 
conceive of. We are therefore justified in con¬ 
cluding that the breathlessness in asthma results 
from a generalised narrowing of the smaller tubes. 

What is the cause of this narrowing ? Some 
hold that it is brought about by a muscular spasm 
of the minute bronchi, those devoid of cartilaginous 
j plates, for only in such would it be possible to get 
sufficient narrowing by spasm to provoke urgent 
dyspnoea. Others contend that it results from a 
swelling of the mucous lining of these same tubes. 
While I am not prepared entirely to eliminate the 
muscular factor in all cases I can have no doubt 
that, in a large number at all events, the second 
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factor comes into operation. Let me briefly give 
my reasons for this conclusion. 

Take such a case as the following : A patient 
is suddenly seized with smarting and tingling of 
the conjunctive and nasal mucous membrane, 
accompanied perhaps with coryza and sneezing: 
he has a sort of hay asthma, in fact. This peculiar 
affection of the mucous membrane gradually 
travels down to the lungs. He becomes aware of 
a rawness in the throat; he next notices a peculiar 
sensation at the upper part of the sternum indica¬ 
ting that the trachea and larger bronchi are being 
affected; this sensation gradually spreads down¬ 
wards, and by the time it has reached the lower 
part of the sternum he begins to feel breathless, 
and he knows that the asthmatic paroxysm has 
begun. By this time it will probably be found 
that the head symptoms have entirely disappeared. 

Who can doubt that in such a case the paroxysm 
of breathlessness is due toturgescenceof the mucous 
membrane of the smaller tubes ? All the evidence 
points to the conclusion that the same turgescence 
which affects first the mucous membrane of the 
eyes, nose and throat, subsequently involves the 
mucous membrane of the bronchial tubes. 

That in the class of case I am considering the 
condition of the bronchial mucous membrane is 
precisely the same as that of the nasal and con¬ 
junctival mucous membrane at the onset of the 
attack is shown by the similarity of the secretion 
in each case. Thus I have observed that the con¬ 
junctive in these cases may secrete pellets of 
mucus of precisely the same character as those 
which are coughed up from the tubes after the 
dyspnoea has reached its acme. 

Again, on the theory of bronchial spasm it is 
difficult to explain those cases of spasmodic asthma 
which have drifted into a condition of chronic 
breathlessness with temporary exacerbations. Such 
cases are quite common. That they are due to 
chronic bronchial spasm is in the highest degree 
improbable. It is much easier to explain them on 
the view that a temporary turgescence of the 
bronchial mucous membrane has gradually merged 
into a condition of permanent turgescence indistin¬ 
guishable from chronic inflammation, and that 
the exacerbations of breathlessness are caused by 
temporary augmentations of this turgescence. 

Berkart, who attributes the asthmatic paroxysm 
to swelling of the bronchial mucous membrane, 


j would appear to regard the affection of this 
membrane as inflammatory or sub-inflammatory. 
Francis Hare looks upon it as a vaso-dilatation 
pure and simple, and in his book, ‘The Food 
Factor in Disease/ a work which should be studied 
by all physicians, he advances weighty arguments 
in favour of this view. He draws attention to the 
fact that, conformably with it, the asthmatic 
sufferer flies to the open window when attacked in 
the middle of the night, in order to inspire the 
cool night air and thus induce vaso-constriction of 
the dilated bronchial vessels; and he insists upon 
the importance on these occasions of covering the 
body with a warm wrap, so as to cause the con- 
j stricted vessels of the skin to dilate and thus divert 
blood from the lungs. For him the ideal treat- 
I ment of the paroxysm is to put the patient into a 
vapour bath and to allow him to inspire ice-cold 
air. 

I wish now to draw your attention to a very 
interesting feature of the paroxysm : I refer to the 
expanded condition of the chest. One of the 
indications of the on-coming paroxysm is the gradual 
enlargement of the chest. A woman, e.g ., is able 
to tell that an attack is impending by the increasing 
tightness of her corset and the increasing epigastric 
distension. This latter, which is really due to the 
j descent of the diaphragm, is often attributed by 
the patient to flatulence, and this again to some 
article of food which has disagreed and is thus 
falsely held responsible for the attack. 

At the height of the attack the chest is in point 
of fact in a position of complete inspiration. It is 
expanded to its utmost limit by the vigorous—I had 
almost said furious—contractions of the inspira¬ 
tory muscles: the shoulders are raised and the 
diaphragm is depressed as far as possible. The 
expiratory muscles, on the other hand, contract 
but little, a fact which Salter, curiously enough, 
failed to recognise. Indeed, in his classical des¬ 
cription of the paroxysm he appears to infer that 
the expiratory muscles act as vigorously as the 
inspiratory. 

What is the meaning of this thoracic enlargement? 
Salter could see no object in it. 

I have no doubt that it is an effort at compensa¬ 
tion. It comes under a law I have elsewhere insisted 
on, the law that in all cases of dyspncea the chest 
tends to increase in size . It is surprising that this 
truth has not long since been recognised by 
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physicians. You can all easily convince yourselves 
that in every case of dyspnoea the chest tends to 
increase in size. The enlargement is brought 
about by the preponderating action of the inspira¬ 
tory muscles, the expiratory muscles in most cases 
acting but little if at all. It is only in certain 
forms, as in whooping-cough and in the dyspnoea 
resulting from gross mechanical obstruction (as in 
membranous laryngitis and in throttling) that 
vigorous expiratory contractions occur. 

This dyspnceic expansion is, as I have said, com¬ 
pensatory ; its object is to minimise the evils atten¬ 
dant on the dyspnoea. Not only is the inspiratory 
position the one mos.t favourable to the circulation 
of the blood through the lungs, but it is also the 
position which allows the maximum amount of air 
to reach the vesicles. For this two-fold reason 
you will find it far easier when out of breath to 
expand the chest and to breathe about this expanded 
position than to keep the chest at the mean 
position of ordinary breathing and to breathe about 
that mean. Again, you will find that you can hold 
your breath much longer with the chest in deep 
inspiration than in deep expiration. 

I have just told you that the position of inspira¬ 
tion is the one which allows the maximum amount 
of air to reach the vesicles. This is because with 
every inspiration not only are the vesicles expanded 
but the smaller tubes are opened out, owing to the 
increasing tautness (elastic tension) of the pul¬ 
monary tissue. Contrariwise, with every expiration 
both the vesicles and the smaller bronchi undergo 
passive contraction. Now when the mucous lining 
of these tubes is swollen, as in asthma and 
bronchitis, it is of obvious advantage that the tubes 
should be held open as wide as possible, and 
hence it is not surprising that in both these con¬ 
ditions the chest is expanded. If you ask a 
bronchirically disposed person to wheeze he will 
expire deeply, and the wheeze will be heard loudest 
towards the end of expiration. The wheezing 
sound is obviously brought about by the narrowing 
of the smaller tubes, already in large degree 
narrowed by disease. 

Now we have seen that during the asthmatic 
paroxysm the smaller tubes undergo considerable 
narrowing, and on the assumption that this is due 
to a swelling of their mucous lining you can readily 
understand the urgent need there is to expand them 
to their utmost, and why, with this end in view, the 


patient should make violent inspiratory efforts ; also 
how it comes about that he dare not even attempt 
to expire deeply. You will observe Isay attempt. 
In truth he could not take a deep expiration if he 
would, for the simple reason that any but a very 
moderate expiration would effectually obliterate the 
already dangerously narrozved tubes and render im¬ 
possible any further escape of air from the vesicles . 
We have here probably an explanation of the fact 
that while normally inspiration and expiration 
are about equal in duration, in the asthmatic 
paroxysm the latter is three or four times longer 
than the former. The patient in his agony of 
dyspnoea takes sudden short inspirations followed 
by extremely cautious long-drawn-out expirations, 
during which the vigorously contracted inspiratory 
muscles are gradually permitted to undergo slight 
relaxation. 

But while the need to maintain the smaller tubes 
in a maximum degree of dilatation is one reason 
why the chest is expanded during the asthmatic 
paroxysm, it is certainly not the sole reason. This 
is shown by the fact that no matter how induced, 
dyspnoea always tends to cause thoracic expansion. 
Any of you can prove the truth of this for yourselves 
by a self-induced dyspnoea in which there can be 
no question of any narrowing of the tubes. All 
you have to do is to close the mouth and to com¬ 
press the alae nasi so that only a meagre current of 
air can .pass into and out of the lungs. You will 
then be in a condition very similar to that of the 
asthmatic during his paroxysm. You will find that 
under these circumstances the impulse to inspire 
becomes increasingly urgent, while expiration 
appears to remain passive, and that the chest 
steadily gets bigger and bigger, until by the time 
dyspnoea has become acute it will have assumed 
the position of full inspiration. We have, so it 
seems to me, in this simple experiment proof positive 
that the expanded position of the chest in dyspnoea 
is instinctively adopted as a means of compensa¬ 
tion. 

Having said so much about the nature of the 
asthmatic paroxysm, let us now pass on to consider 
the important question of treatment. In a series 
of papers I have recently published on the rdle of 
the blood-plasma in disease, I point out that (apart 
from prophylaxis) disease can be attacked in three 
ways, and in three ways only : either through the 
mind, through the nerves, or through the blood. 
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The whole of therapeutics may be summed up in 
the aphorism : “ Tend the mind and the nerves ; 
correct the blood-plasma.” By tending the mind 
I mean influencing the patient mentally, by means 
of education, congenial occupation, bright society, 
change of scene, suggestion, and so forth; by 
tending the nerves I mean the removal of any 
source of reflex irritation that may be present, e . £*., 
eye strain, dental disease ; and by correcting the 
blood-plasma I mean the remedying any defect | 
that fluid may exhibit. My object in citing the 
aphorism here is to emphasise the importance of 
paying due attention to the condition of the blood 
not only in paroxysmal asthma but in every form 
of disease which we are called upon to treat. 
Nine tenths of the diseases which come before the 
physician are diseases of the blood. The mystery 
of disease, indeed, lies to a large extent hidden in 
the blood, the most complex and subtly endowed \ 
fluid in Nature. The influence of the blood on 
metabolism is supreme. We become adolescent, 
we become senile at the bidding of the blood. 
Feed the tissues of the old man with the blood of 
the youth and he will become young again : feed 
the tissues of the young man with the blood of the 
old man, and he will soon take on the character¬ 
istics of old age. 

Among the different tissue-elements not any are 
more susceptible to the influence of the blood- 
plasma than those most complex of all cells, the 
neurons. I am constantly struck with the potency 
of the blood to set up nervous disorders. I do not 
think I exaggerate when I say that nineteen 
twentieths of the diseases of the nervous system, 
whether organic or functional, are produced through 
the blood. The potency of the blood to light up 
functional nervous disturbance is impressed upon 
me every dayof my life. No tissue can withstand the 
influence of a plasma morbidly disposed to it, and 
least of all nerve-tissue. Take the case of a stolid, 
unemotional, level-headed woman, so devoid of 
“ nerves ” that you might think nothing could upset 
the even balance of her mind, nothing impel her 
nervous system to misbehaviour ; then let some¬ 
thing go wrong with the thyroid gland, that par¬ 
ticular change, let us say, which takes place in 
Graves’ disease, leading to a change in the blood- 
plasma of so subtle a kind that the most delicate 
chemical tests at our command are incapable of re¬ 
vealing it—and behold the transformation ! Where 


now is the calm, level-headed woman ? Where 
now are the discipline and the courage that seemed 
capable of withstanding the slings and arrows of 
the most outrageous fortune ? Here is but a bundle 
of nerves—an emotional, trembling, wayward, will¬ 
less being, the helpless sport of a morbid blood- 
plasma unconscious yet relentless in its workings. 
[This leads me to say that experience has taught 
me that many cases of so-called neurasthenia in 
young women are simply forms of unrecognised 
Graves’ disease {formes frustes ), a fact which pre¬ 
pares us for the conclusion that neurasthenia itself 
is essentially a disease of the plasma.] 

In every case of disease which comes before us 
let us, then, bear in mind the possibility that it is 
due to some defect in the blood-plasma. Unfor¬ 
tunately the plasma is still for the most part a vast 
mystery to us; it is only exceptionally that we can 
get a hint of what is wrong with it, but when we 
can we should do our utmost to correct the defect. 

Now I hold that with spasmodic asthma as with 
so many other diseases the essential cause lies in 
the blood-plasma. A person is asthmatic because 
he has asthmatic blood, a condition of blood which, 
acting upon the respiratory mucous membrane, 
produces (possibly in some cases largely through 
the nervous system) the vascular tumescence to 
which I have referred. 

Here I must turn aside a moment, lest I forget 
to say that the condition of the nose should always 
receive careful attention in asthmatics, inasmuch 
as nasal irritation appears capable of setting up 
the paroxyms in the predisposed. Consequently, 
if any sort of nasal trouble exists, it should be put 
right. Some go so far as to maintain that a large 
number of asthmatics can be cured by cauterising 
the septum, even though the interior of the nose is 
perfectly healthy. Dr. Alexander Francis claims 
that he is able to cure a large proportion of cases 
in this way. He holds with Dr. Hare that the 
asthmatic paroxysm is due to a vaso-motor dilatation 
of the vessels supplying the mucous membrane of 
the smaller tubes, and he believes that this morbid 
vaso-motor habit can be broken by influencing 
reflexly the vaso-motor centre through the nasal 
mucous membrane. 

Returning now to the condition of the blood in 
asthmatics, our first concern is to determine what 
is the peculiar plasmic error which is responsible 
for the asthma. Dr. Hare believes that it consists 
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in an excess of carbonaceous material, a condition 
which he terms hyperpyraemia. I do not pretend 
to know the exact nature of the plasmic vice in the 
asthmatic, but this I do know, that a large propor- \ 
tion of asthmatics can be greatly benefited, and 
even cured, through their digestive organs. Our 
chief control over the blood lies through these 
organs, for not only is the blood-plasma manu¬ 
factured mainly from the food, but the digestive | 
tract constitutes a potent source of blood-poisoning, j 
It is for these reasons that we, as practical physicians, 1 
should be well informed in regard to the diseases [ 
of the digestive system and on the subject of 
dietetics. We should, indeed, all be “specialists” . 
in this important department of medicine. 

I do not on this occasion propose to say 
anything about the treatment of the asthmatic j 
paroxysms, necessary as such treatment is and 
grateful as the patient will be for relief of his 
urgent distress. Far more important than the , 
mere alleviation of the seizures when they occur | 
is the prevention of their occurrence. What we 
want to do is to attack, not the manifestations of ! 
the disease, but the disease itself. To content 
ourselves with treating symptoms is merely to play 
at healing. Such treatment does— 

" . . . but skin and film the ulcerous place, 

Whilst rank corruption, mining all within, 

Infects unseen.” 

We need to strike at the cause, to alter the 
condition of the blood which lies at the root of the 
malady. This we can best do by regulating the 
diet, and by means of suitable muscular exercise. 

All exercise which does not cause unpleasant 
breathlessness is good. Sudden, violent effort is to 
be avoided. If the patient is in an asthmatic vein, 
he must be doubly careful to set about in a cautious 
and gradual manner any exercise he may undertake: 
he may find a gradual improvement in his breathing 
as he proceeds. Walking is the best of all exercises. 

Respiratory exercises, properly carried out, are 
of great service.* Accordingly I place all my 
asthmatic patients under a skilled instructor. 

Massage may be of great help, especially when 
it is decided to put the patient to bed, as when an 
exceptionally rigorous dietary is to be enforced. 

The diet I employ is that recommended by Dr. 
Francis Hare. The quantity of starch, sugar and fat 

* See the writer’s work, ‘ Respiratory Exercises in the 
Treatment of Disease.’ 


is curtailed, and the patient is fed mainly on animal 
food. If the weight is super-normal it should be 
got down to the normal; if it is subnormal we 
should seek to raise it to the normal. As a rule 
the constitutionally stout respond more readily to 
treatment than the constitutionally thin. It some¬ 
times happens that the method of treatment I am 
advocating increases the fat-forming capacity in 
those in whom it is defective, and the more we 
succeed in this the more successful shall we be in 
combating the asthmatic tendency. 

All the cases of asthma I have treated in the 
manner indicated have improved; a large propor¬ 
tion have been practically cured. I do not pretend 
that it is possible in a case of virulent asthma 
wholly to eradicate the morbid strain, and to make 
the patient a perfectly normal individual, for even 
though we succeed in curing his asthma we can 
never be quite sure that the morbidity of which it 
was an expression will not break out in the guise of 
some other malady. 

In the time now remaining I propose to bring to 
your notice a case of asthma illustrating the results 
of the treatment I have indicated. 

I select this particular case because the treatment 
was as rigorous and the result as successful as it 
was possible for each to be. The case is that of a 
woman, aet. 57 years. Her asthma began when 
she was aet. 30 years, and the attacks steadily 
increased in severity until she came under treat¬ 
ment thirteen months ago. She was then a chronic 
invalid, scarcely able to walk, a burden to herself 
and to those about her. 

She was a diminutive woman, and although she 
only weighed 9 st. 3 lb. in her nightdress, this was in 
considerable excess 6f her normal weight; in point 
of fact she had a decided corporation. Observing 
this, I said to myself, I will at all events get her fat 
down. As her breathing was bad and as she was 
| very debilitated I put her to bed and at once set 
about reducing her weight. She was an exceedingly 
willing patient and consented to follow my orders 
to the letter. As it turned out she remained in 
bed for five and a half months, for in spite of the 
rigorous dietary adopted it was not possible to get 
rid of her excess of fat sooner. This meant the 
reduction of her weight by 2 st. 3 lb. 

The dietetic treatment was accompanied by syste¬ 
matic massage and by respiratory and otherexercises. 

The diagram I show you gives at a glance her 
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dietary during this period with its effects upon her 
weight. It will be observed that starting at 9 st. 

3 lb. the weight fell to 8 st. lb. by the end of the 
first month; that by the end of the second, third, 
fourth, and fifth months it had fallen to 8 st. 3 lb., 

7 st. 10 lb., 7 st. 5 lb., and 7 st. 1 lb. respectively : 
and that at the end of the entire period it reached 
6 st. 13^ lb. 

Thus the fall in weight was very slow in spite of 
her slender rations. It took two months to reduce 
it by 1 st., and three and a half months to get rid 
of the remaining 1 st. 3 lbs. 

It will be seen that the patient began with §iv 
of green vegetables, Jvj of bread, and Jvj of meat; 
but the results were so small that at the end of the 
first fortnight I reduced the allowance of bread 
and of meat by half, /. e. y to 3iij of each, or Jvj of I 
solid food in all (for green vegetables can scarcely \ 
be said to contain any nourishment), and she con- j 
tinued on this slender diet for more than two and | 
a half months. During the latter part of this 
period her weight was falling so slowly that I now 
reduced the bread to 3j and the meat to 3ij, and 
she remained on this dietary (/.<?., 3iij of solid food 
per diem) for the next month, during which she 
only loss 5 lb. in weight. Owing to increasing 
anaemia it was then deemed advisable to increase 
her allowance of meat and to add some fish, as 
indicated in the chart. 

It will be seen from the chart that towards the 
end of the second month the patient was given 3ss 
of haematogen bis die , and that this was afterwards 
reduced to 5ij, and finally to 5j bis die . I ought 
to add that all the time she was in bed she was 
allowed weak (China) tea with which she took 3j 
of milk daily. 

As regards the effect of this starvation diet on 
the blood-corpuscles, you will observe that towards 
the middle of the third month the number of both 
red and white corpuscles had fallen below the 
normal, and that the anaemia had become still 
more decided by the beginning of the fifth month. 

It was, indeed, this circumstance which led me to 
increase the dietary at this time. 

Naturally the specific gravity of the urine and 
the output of urea fell considerably. Thus at the 
middle of the fourth month, when the patient was 
only taking 3j of bread and 3D °f meat daily, the 
specific gravity was 1006 and the urea output 168 
grains. A trace of albumen was present then. 


It is manifest that at this time much of the urea 
was coming from the wasting tissues, for the 
small quantity of food she was taking w T as clearly 
incapable of yielding this quantity. Yet it is 
surprising how little weight she was then losing. 
Thus during the time her diet was confined to 3j 
of bread and 3*j of meat daily (I neglect the 
green vegetables), /. e. y a period of nearly one 
I month, only 5 lb. in w r eight were lost, in other 
j w'ords about 3iij daily. Thus the vital machine 
! was during the w T hole of this time kept going by 
| the daily combustion of 31‘ij of tissue and 3iij of 
| food—3vj in all. This small quantity of fuel 
sufficed not only to maintain the body-heat, but 
also to provide the energy expended by some 
hundred thousand heart-beats and some twenty- 
five thousand breaths, to say nothing of the 
energy used up in other ways, as by voluntary 
and other movements, for you must not forget 
that for everyday during the five and a half months 
she w’as in bed the patient was massaged and put 
through respiratory and other exercises. When we 
consider how* soon 3 vj of oil burn out in a lamp, it 
must be conceded that the human machine is capable 
of economising its energies in a remarkable way. 

Now as to the effect of this treatment on the 
patients asthma. It was immediate. The wheezi¬ 
ness and the attendant dry rales at once began to 
diminish, and in a few- weeks both had disappeared. 
It is true that they returned occasionally, but after 
the end of the second month the breathing remained 
| quite free. During the treatment she experienced 
nothing approaching to an asthmatic attack. 

! I did not, however, regard the treatment as 
| finished when she had completed her five and a 
half months of restricted diet in bed. On leaving 
the Home she was placed for two and a half months 
under a skilled masseuse, who, having herself 
successfully undergone the same kind of treatment 
for the same complaint, energetically stuck to the 
case. The massage and respiratory exercises were 
continued, and the patient was put through a 
graduated course of resisted and other movements, 
and daily walks, which, beginning at a quarter of a 
mile, were gradually increased until she was able to 
manage seven or eight miles with short intervals 
of rest. During the whole of this time she was 
taking a mild iron tonic. Though gradually 
gaining in strength she was still somewhat w f eak 
and anaemic at the end of the after-treatment. 
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The next thing was to get her to the sea-side. 
Here she remained for six weeks, continuing her 
respiratory exercises and daily walks. This com¬ 
pleted the cure. She returned looking, and she 
still looks, the picture of health. Indeed, I think 
I may fairly say that very few women of her age 
are as well as she is, for not only is she entirely 
free from all traces of asthma or even the slightest 
suspicion of wheeziness, but she is exceptionally 
well in her general health. Whereas formerly she 
could scarcely walk about the house, much less go 
upstairs with comfort, she can now run up without 
inconvenience. As showing how exuberantly well 
she feels and what good condition she is in, I may 
mention that she is taking lessons in dancing and 
professes to have serious thoughts of joining a 
hockey club—surely not a bad record for a woman 
of fifty-seven who for nearly thirty years has been 
a victim to incapacitating asthma. 

This great difference from her former self is 
partly due to her having got rid of her cumbersome 
fat (the weighting of a diminutive, frailly-built 
woman with two extra stones is no small matter, a 
statement which will hardly be gainsaid when it is 
considered that in the case of a perfectly trained 
horse a pound more or less extra weighting may 
make all the difference between losing or winning 
a race), partly to the improved condition of her 
muscular system, which is now trained up to its full 
capacity, and last, but not least, it is due to the 
altered state of her blood. In short, she has less 
weight to carry than formerly, she has stronger and 
more nimble muscles to carry it, and a healthier 
blood-plasma bathing her tissues. It is not sur¬ 
prising that under these circumstances she should 
feel bright, agile and energetic, whereas formerly 
she was dull, unwieldy and inert. 

I would like to draw your attention to what I 
may call the philosophy of the treatment adopted 
in this case. What was the attitude of mind which 
prompted it? It was very much that of the trainer 
who has set before him the task of training a man 
greatly out of condition. It is in this frame of 
mind (so it seems to me) that we should approach 
all our patients, save the very aged, the very young, 
or those afflicted with serious organic disease. We 
should say to ourselves, What can I do to approxi¬ 
mate the health of this patient to the splendid 
level of his primitive ancestors? What can I do 
to make his mouth and digesting tract as healthy, 


his muscles as nimble, his blood as pure as was 
theirs ? This, I contend, is the spirit in which we 
should enter on the treatment of such cases as I 
am referring to, and I am quite sure that if we 
handle our patients in this common-sense fashion, 
we shall get results such as no other method of 
treatment can achieve. 

The case I have brought before you was an 
admirable one for this common-sense treatment. 
Save for some degree of emphysema there was no 
organic disease, and the patient was willing to 
place herself unreservedly under my care. I said 
to myself, I will work to get rid of her superfluous 
fat, and if I do no more than this I shall have 
achieved something. This I will do by a rigid 
system of diet. In this way I shall not only be 
able to reduce her weight, but also to improve 
her digestion and the condition of her blood. I 
also determined to devote as much care to the 
training of her muscular system, of her heart and 
her lungs as is devoted to the training of the prize¬ 
fighter or the thoroughbred. 

Let me in conclusion, ladies and gentlemen, put 
this question : What was the cause of the disap¬ 
pearance of the asthma in this case ? The mere 
reduction of the fat, though it brought many 
advantages, cannot account for it, nor can the 
mere increase in muscular strength and agility. 
Undoubtedly the cure of the asthma was due to the 
altered condition of the blood. A little considera¬ 
tion will convince you that its condition must be 
very different now from what it was before the 
treatment was begun. The patient’s entire meta¬ 
bolism, her metabolic note, so to say, has been 
profoundly altered, and with it the composition of 
her blood. Let me say again and finally—“ In all 
cases of spasmodic asthma set to work to correct 
the blood-plasma.” 

January 3rd, 19m. 


A Case of Banti’s Disease. —Arthur Muller 
reports a case of Banti’s disease in a boy, set. 17 
years, who made a good recovery after splenec¬ 
tomy. The case was of interest as the nitrogen 
metabolism was studied before and after the 
operation and found at both times to be normal. 
In this the case disagrees with that of Umler, who 
stated that abnormal nitrogen catabolism was 
pathognomonic of Banti’s disease.— Med . Record , 
vol. lxxvi, No. 24. 
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To obtain an intelligent appreciation of the patho- | 
logical deviations of position to which the uterus | 
is subject, it is essential to possess a thorough | 
understanding of the normal position of the uterus j 
and of the various factors by which this is main- i 
tainfcd. ' 

Etiology. 

Now the uterus is normally situated within the 
pelvic cavity between the rectum behind and the 
urinary bladder in front. It does not, however, j 
occupy a definitely fixed position, but exhibits a j 
considerable degree of mobility dependent upon J 
the degree of distension of the bladder and rectum j 
and upon the intra-abdominal pressure. With j 
the bladder and rectum empty the uterus lies 
upon the bladder just behind the pubic symphysis, 
the whole uterus being inclined forwards, with the 
body also bent forwards on the cervix. In other 
words, the uterus normally lies in a position of j 
anteversion and anteflexion. It lies upon the | 
pelvic floor, by which it is supported, and is 
further suspended by its ligaments. The intra- | 
abdominal pressure and the weight of the uterus 
must also be taken into consideration. There are, 
therefore, four factors which maintain the uterus 
in its natural position, namely : 

(1) The weight of the uterus. 

(2) The intra-abdominal pressure. 

(3) The support of the pelvic floor. 

(4) Suspension by the uterine ligaments. 

Any lesion or abnormality of any of these 
factors will accordingly tend to bring about dis¬ 
placement of the uterus. 

To consider them in greater detail. 

(1) The weight of the uterus is of subsidiary 

* Delivered before the Aldershot Medical Society. 
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importance, and no increase in weight will bring 
about a displacement in the absence of other 
pathological conditions. Nevertheless, a bulky, 
heavy, subinvoluted uterus presents a marked 
tendency to prolapse. 

(2) The intra-abdominal pressure, if increased, 
as, for example, by the presence of an abdominal 
tumour, or by the strain of constant coughing in 
chronic bronchitis, may aggravate any displace¬ 
ment and exert a deleterious influence unless 
relieved. 

(3) The pelvic floor, which comprises the soft 
parts which fill up the bony outlet of the pelvis, 
assists in maintaining the correct position of the 
uterus, though it is of much less importance in 
this respect than the uterine ligaments. This is 
shown by the fact that uterine displacements may 
occur even in virgins with intact pelvic floors. 
This is exemplified by a case recorded by Inglis 
Parsons, where prolapse of the uterus occurred in 
a single woman, set. 35 years, the cervix pro¬ 
truding through the vulval orifice. In its descent 
it had ruptured the hymen, causing bleeding, for 
which the patient sought advice. 

On the other hand, extensive laceration of the 
pelvic floor may exist for years without any dis¬ 
placement of the uterus occurring. Such a case 
came under my care last year. A woman, <et. 42 
years, was sent into the Hampstead General 
Hospital by Dr. Handcock, of Forest Gate. She 
presented a complete laceration of the perinaeum, 
which extended two and a half inches up the 
recto-vaginal septum. On separating the labia 
the edge of the recto-vaginal septum could not 
be seen, the rectum and vagina forming a large 
cloaca. The patient had not the slightest control 
over the bowels, and constantly wore a diaper. 
This condition of affairs had existed for twenty- 
j three years, and the uterus was still in excellent 
1 position. A flap-splitting operation was per¬ 
formed, healing by primary union followed, and 
control was re-established, the sphincters, which 
: had been out of action for twenty-three years, 
i being still functional when repaired. 

I (4) The uterine ligaments constitute the most 
important of the four factors which maintain the 
uterus in position, and it is a significant fact that 
weight for weight the uterus possesses more liga¬ 
ments than any organ in the body. 

The uterine ligaments comprise the utero-pelvic 
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or broad ligaments, the utero-inguinal or round 
ligaments, the utero-sacral and the utero-vesical 
ligaments. 

The utero-pelvic or broad ligaments are formed 
on each side by a fold or duplicature of peritoneum 
extending from the sides of the uterus and vagina 
to the sides of the pelvis. Between the two layers 
of peritoneum are placed the Fallopian tube, the 
round ligament, the parovarium, the ureter, the 
uterine artery and vein, lymphatics and connective 
tissue. The two layers are continuous above, but 
laterally and below they diverge to pass on to 
adjacent borders, the lowest point of coalescence 
being about one inch below the free border and 
midway between the uterus and the pelvic wall. 
The upper border contains the Fallopian tube, 
external to the fimbriated end of which is a sharp 
fold, the infundibulo-pelvic ligament; the lower 
border is attached to the fascia covering the 
levator ani, the inner border is attached to the 
sides of the uterus and vagina, and the outer 
border is bounded by the obturator fascia. 

The connective tissue of the broad ligaments 
consists of areolar tissue with plain muscular and 
elastic fibres, and becomes denser and stronger 
near the uterine artery and veins, where, according 
to Savage, it forms a resisting fibro-cellular band 
between the uterus and the sacro iliac synchon¬ 
drosis. Along the lower border, too, it is thickened 
and strengthened, forming the ligament of Mac- 
kenrodt. The round or utero-inguinal ligaments 
are two flat, cord-like bundles of fibres, about five 
inches in length, attached to the angles of the 
uterus immediately in front and below the Fallo¬ 
pian tubes. Each ligament then passes forwards, 
outwards, and upwards towards the internal abdo¬ 
minal ring, raising the anterior layer of the broad 
ligament into a prominent fold. It then passes 
through the inguinal canal to fuse with the tissues 
of the labium majus and the mons veneris. 

The utero sacral ligaments are two folds of peri¬ 
toneum, enclosing muscular and fibrous bands, 
which pass backwards from the cervix and upper 
part of the vagina, one on each side of the rectum, 
to the sides of the sacrum opposite the lower 
border of the sacro-iliac synchondrosis, forming 
the lateral boundaries of the Pouch of Douglas. 

The utero-vesical ligaments are two small peri¬ 
toneal folds which pass, one on each side, from 
the cervix uteri to the bladder. 


| All these ligaments, it is important to remember, 

| contain more or less unstriped muscular tissue, 
j which is directly continuous with the musculature 
of the uterus. This muscular tissue in the uterine 
I ligaments participates in the hypertrophy of the 
| uterine musculature during pregnancy and in its sub- 
i sequent involution. As the uterus hypertrophies 
| with the developing child, so pari passu do the 
ligaments become hypertrophied. This is particu- 
I larly the case with the round ligaments, which 
| become so much thickened that they can readily 
' be palpated through the relaxed abdominal walls 
i in thin patients from the fourth month of preg- 
i nancy onwards. So, too, during involution of the 
i uterus the hypertrophied ligaments undergo involu- 
| tion to adapt themselves to their original function. 

Any interference with the normal involution leaves 
, the uterus large and heavy, and its ligaments too 
long to maintain it in its normal position. In this 
| pathological process—viz. subinvolution of the 
uterus and its ligaments—is revealed one of the 
I most fruitful causes of retro-displacements of the 
uterus. The failure of the obstetrician to make 
sure that the uterus and its ligaments have pro¬ 
perly involuted before the parturient woman is 
| allowed to get out of bed and assume her house- 
| hold duties is a frequent cause of prolapse and 
retroversion. When the uterus has firmly con- 
1 tracted and the ligaments have involuted to their 
normal length, the occupation of the woman 
becomes a minor factor in causing displacements. 

1 Symptomatology. 

i 

With regard to the symptomatology of this con- 
j dition great variation occurs in different cases. In 
some cases there is a complete absence of sub¬ 
jective symptoms, and the condition is discovered 
i by accident. In such cases no treatment is called 

I 

for, and the patient need not be informed of the 
| position of her uterus. 

In the majority of cases, however, symptoms 
1 are present, and comprise any or all of the 
( following : 

| (i) Backache: A dull heavy ache in the sacral 

1 region of varying severity, usually aggravated by 
the erect posture, and relieved by lying down. 

1 This is the commonest symptom of backward dis¬ 
placement of the uterus, and is due to stretching 
of the utero-sacral ligaments. 

(2) Bearing-down pains, often associated with 
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pain in one or both iliac regions, or with hypo¬ 
gastric pain, and aggravated when the uterine 
appendages are diseased or prolapsed. 

(3) Constipation and haemorrhoids, from pres¬ 
sure of the fundus on the rectum, as well as a sense 
of fulness in the bowel, not entirely relieved by 
defaecation. The bowel symptoms are especially 
well marked when the uterus is fixed by adhesions. 

(4) Vesical irritability may be present, but 
bladder symptoms are seldom well marked, except 
in cases of retroversion of the gravid uterus when 
retention occurs. 

(5) Leucorrhoea is usually produced by the 
associated endometritis and cervical erosion is 
often found. 

(6) Menorrhagia, due to congestion of the 
uterus and endometritis. 

(7) Dysmenorrhoea is seldom present; when it 
occurs it is of the congestive variety. 

(8) Dyspareunia, especially in cases of fixed | 
retroversion, and where associated with prolapse 
of the ovaries. 

(9) Sterility, due partly to the unhealthy condition 1 
of the endometrium, which is unfavourable to the 
embedding of the ovum, and partly to the displaced 
cervix rendering access to the external os difficult 
to the spermatozoa. 

(10) Abortion may occur either as a result of 
the endometritis or from incarceration in the pelvis. 

(n) Headache, dyspepsia,and mental depression 
are common general or referred symptoms leading 
to neurasthenia, anaemia, and loss of flesh from 
interference with nutrition. 

Diagnosis. 

Many of these symptoms, however, are also pro¬ 
duced by other forms of pelvic disease. An exact 
diagnosis can only be made by a careful examina¬ 
tion of the pelvic organs. This is done by bimanual j 
examination and by the use of the uterine sound. 

The bimanual examination is best performed in 
the lithotomy position, all constricting bands round 
the waist being loosened or removed. The vaginal 
fingers will note the position and direction of the 
cervix, and acting in conjunction with the abdo¬ 
minal hand will note the absence of the body of the 
uterus through the anterior fornix, whilst a rounded, 
more or less tender swelling will be felt in the | 
pouch of Douglas. The position and direction of 
the uterus may also be ascertained by the use of 
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| the uterine sound, which, of course, should never 
i be used if there is any suspicion of pregnancy or 
any acute inflammatory condition exists in the 
pelvis. Further, the sound should only be used 
under strictly aseptic conditions, and its passage is 
I a matter of skill, not of force. 

The conditions which may feel like the fundus 
! in the Pouch of Douglas include a fibroid in the 
' posterior wall of the uterus, a small ovarian tumour, 

| prolapsed ovaries, a distended tube, i. e. pyosalpinx, 

| haemotosalpinx or hydrosalpinx, a haematocele, and 
1 scybala in the rectum. In all these conditions, 

| however, the body of the uterus is to be felt in its 
' normal position just behind the symphysis. Further, 
a fibroid is usually harder and more rounded than 
the body of the uterus ; an ovarian tumour usually 
feels softer and cystic, and is independent of move¬ 
ments given to the uterus, prolapsed ovaries are 
exquisitely tender, a haematocele is softer and more 
elastic, whilst scybala pit on pressure, and disappear 
on the administration of an enema or purgatives. 

Complications may also co exist with backward 
displacement of the uterus. These include prolapse 
of the ovaries, perimetritis, diseased appendages 
and also pregnancy. 

Although in some cases the ovaries are unaffected, 
in others they are dragged down by the displaced 
uterus into the Pouch of Douglas, becoming en¬ 
larged, tender and prolapsed. The ovarian liga¬ 
ments become stretched and elongated, so that even 
after replacement of the uterus the ovaries may 
still occupy the Pouch of Douglas and become 
incarcerated and pressed upon by the uterus, giving 
rise to much pain, and are liable to compression 
against the uterus, causing intolerable dyspareunia. 

As a result of parametritis and of inflammatory 
conditions of the appendages, the retroflexed 
uterus may become bound down to the floor of the 
pelvis and become absolutely fixed. This is even 
more marked when the appendages are diseased, 
the uterus and appendages becoming firmly em¬ 
bedded in adhesions. 

When pregnancy occurs in a retroverted uterus 
abortion frequently ensues, or incarceration of the 
retroverted gravid uterus results. 

Treatment. 

Turning now to treatment, we may discuss this 
under the three headings of—(1) prophylactic, (2) 
palliative, and (3) radical. 
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Prophylactic treatment .—The majority of patients 
date their symptoms to a previous confinement. 
Complete involution of the uterus and its ligaments 
takes about six to eight weeks. During this period 
the patient should have plenty of rest, getting up 
too early after delivery being one of the commonest 
causes of uterine displacement. On the other hand, 
certain continental obstetricians get their patients 
up on the third day after labour, and believe that 
they get better involution of the uterus and the 
patients are thus less liable to uterine displace¬ 
ments. In any case backward displacements are 
very prone to occur even in normal puerpera, and 
it is a right and proper precaution to examine a 
patient when she gets up after labour. 

If the displaced uterus is replaced and main¬ 
tained in position with a suitable pessary for a few 
weeks, the pessary can, in the majority of cases, be 
withdrawn, the uterus showing no further tendency 
to assume the faulty position. If, however, the 
displacement is allowed to remain it is bound to 
become chronic. 

Again, after some operations on the pelvic 
organs the uterus tends to fall back ; prophylactic 
ventro-fixation or suspension is justified under 
these conditions. 

Palliative treatment .—This consists in replacing 
the uterus and maintaining it in position by means 
of a suitable mechanical support. In acute cases, 
where the uterus is large, soft, congested, and 
tender, and where manipulations cause severe pain, 
a preliminary treatment, consisting of rest in bed, 
hot douches, and vaginal tampons, should be under¬ 
taken before replacement of the uterus. This 
depletes the congestion, relieves pain and tender¬ 
ness, and even promotes absorption of adhesions. 
The method of application is important to ensure 
successful results. The vaginal douch consists of 
water or boric acid lotion as hot as can be borne— 
from iio° to 120° F.—and should be several pints 
in quantity. During its administration the patient 
lies on her back with the hips elevated on a douche 
pan. The douche can should be raised to an 
elevation of three to five feet—sufficiently high to 
give force to the current of water, which should be 
several pints in amount. 

The vaginal tampon consists of a plug of steri¬ 
lised cotton-wool tied round the middle with a silk 
string with the ends left long to assist in its with¬ 
drawal; or the so-called kite-tail tampon may be used. 


I This consists of several plugs fastened at intervals 
j of a couple of inches on a long string. The 
1 tampons are soaked in a solution of ichthyol (10 
| per cent.) or of boroglyceride (10 per cent.) in 
i glycerine, and are then adjusted into the posterior 
| fornix either directly with the fingers or through a 
] Sims’ speculum. Twenty-four hours later the 
j tampon is withdrawn by traction on the string, and 
j a hot vaginal douch is administered. 

| After several days’ treatment in this way acute 
, cases are made ready for reposition of the uterus, 

| which may be undertaken at once in chronic cases. 

1 Reposition may be effected in three ways, viz. (1) 
j bimanually, (2) in the genu-pectoral position, and 
(3) by the use of the sound. 

(1) Bimanual reposition is effected with the 
j patient in the dorsal position. Two fingers of one 

hand are introduced into the vagina, whilst the 
i other hand is placed over the hypogastrium. The 
I vaginal fingers press on the fundus through the 
| posterior fornix so as to make it rise towards the 
I pelvic brim. When the fundus has been pushed 
| up as far as the finger will reach, it is then passed 
in front of the cervix, which it presses backwards. 
The fundus is now within reach of the abdominal 
hand, by which it is drawn forwards and down¬ 
wards, backward pressure on the cervix being still 
maintained by the vaginal finger. The body of 
the uterus may now be recognised through the 
I anterior fornix. 

(2) Reposition in the genu-pectoral position is 
sometimes effective when the bimanual fails. The 
patient is placed in the genu-pectoral or knee- 
chest position, and two fingers are passed into the 
posterior fornix, through which pressure is applied. 
When the body is pushed forward in this way, 
gravity and the intra-abdominal pressure assist in 
getting it further forward. 

(3) Reposition with the sound is effected in the 
following way. With the patient in the dorsal 
position the sound is passed with the concavity of 
its curve pointing backwards. It is passed directly 
in until the point reaches the fundus, when the 

1 handle is brought round to the front by a wide sweep 
in such a way that the intra-uterine portion rotates 
on its longitudinal axis, but does not otherwise 
| move. This constitutes the tour de maitre. The 
l handle is then gently depressed towards the peri- 
j naeum, and the fundus is raised to its normal 
position. 
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Having replaced the uterus it is to be kept in 
position by means of a pessary, the form which is | 
most generally suitable being the Hodge pessary 
or one of its modifications. To ensure success I 
with the pessary several points need attention. It 
is essential that the instrument fit properly; it 
must be adapted to the width of the posterior ! 
fornix and also to the length of the vagina. I 
prefer the instrument to be made of block tin, 
which is flexible, so that it may be moulded to the 
desired shape. If the pessary is too long it will 
press on the urethra and cause trouble in micturi¬ 
tion. If the vaginal walls are lax the pessary may 
be tilted up anteriorly and the retroversion recurs. 
Where ovaries are prolapsed or adhesions are 
present pessaries cannot be worn; they cause 
much pain and do no good. In some cases this 
method of treatment may bring about a cure, whilst 
in others they may be worn permanently (being 
withdrawn for cleansing and replaced every two or 
three months) without undue discomfort or injury. 

Radical treatment is indicated— 

(1) When pessaries fail to keep the uterus in 
good position. 

(2) When the wearing of a pessary causes con¬ 
tinual discomfort or vaginitis. 

(3) When one or both ovaries are prolapsed into 
the Pouch of Douglas beneath the retroverted uterus. 

(4) When the retroverted uterus is fixed by 
adhesions. 

(5) When complicated by diseased appendages. 

(6) When the patient cannot periodically obtain 
the necessary medical attention and supervision. 

Many and various are the operative procedures 
which have been devised and practised for the care 
of retro-displacements of the uterus. These may be 
divided into two classes: First, those in which the 
fundus or body of the uterus is fixed directly to 
some sustaining structure; and secondly, those in 
which the uterine ligaments are made use of. 

Fixation operations may be performed either by 
the abdominal or vaginal method. Abdominal 
methods include—(1) ventro-fixation, where the 
body of the uterus is firmly fixed to the anterior 
abdominal wall by sections which pass through its 
peritoneal muscular and fascial layers; and (2) 
ventro-suspension, where the body of the uterus is 
stitched to the peritoneal layer of the abdominal 
wall only. 

In ventro-fixation there is a firm and permanent 


attachment of the uterus to the anterior abdominal 
wall which keeps the uterus in good position. 
Should pregnancy ensue, however, this firm attach¬ 
ment prevents proper expansion of the uterus and 
so interferes with pregnancy, whilst during labour 
great difficulty may arise from deflection of the 
uterine axis. Formidable lists of cases of dystocia 
following this operation have been collected and 
published. This operation is accordingly contra¬ 
indicated in cases where pregnancy may ensue, 
and should only be performed in patients past the 
menopause or to relieve a displacement after 
removal of the uterine appendages. 

In ventro-suspension the peritoneal attachment 
passing between the uterus and the anterior abdo¬ 
minal wall gradually stretches and becomes elon¬ 
gated into bands described by Kelly as “suspen- 
| sory ligaments,” which, it is claimed, obviate the 
objections to ventro-fixation, since they allow the 
uterus a certain amount of mobility and freedom 
to expand during pregnancy. I have elsewhere 
1 pointed out the dangers of such free bands in the 
peritoneal cavity, witfo the risk of subsequent intes¬ 
tinal obstruction. 

Further, the “suspensory ligaments” may stretch 
so as to allow the retroversion to recur, or they 
may not stretch sufficiently during subsequent 
pregnancy, so that it has been found necessary in 
some cases to open the abdomen and cut them in 
order to relieve pain and to avoid threatened mis¬ 
carriage. 

Vaginal fixation as performed by Diihrssen 
has caused even more disastrous results in sub¬ 
sequent pregnancies than has ventro-fixation. All 
degrees of dystocia have been met with up to 
rupture of the uterus and death, whilst not a few 
were rescued from this extremity by Caesarian sec¬ 
tion. No wonder this operation quickly fell into 
disrepute and was abandoned ! I have had no 
personal experience of it. 

You will have gathered from what I have already 
said of the functions of the uterine ligaments that 
they, being the chief normal supports of the uterus, 
constitute the proper structures to utilise in opera¬ 
tions for the cure of retro-displacements, and the 
two ligaments which specially lend themselves to 
operative manipulation in this way are the utero- 
sacral and the round ligaments. 

The utero-sacral ligaments may be shortened 
either through an abdominal or a vaginal incision. 
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I have had no experience of this method, nor 
am I aware of anyone in this country whoprac- I 
tises it, but Bov£e, who has carefully studied this 1 
subject and reviewed its literature, has found a , 
total of ninety-two cases where the utero-sacral 
ligaments have been shortened. He concludes 
that the exact results cannot yet be given, but one j 
who studies the reports will be inclined to believe 
no other procedure can be more reliable. j 

It is the round ligaments which have been the 
favourite structures to be used in the operative pro- 1 
cedures for the relief of retro-displacement. When 
these are shortened they hold the uterus forwards 
and thus take the strain off the utero-sacral liga¬ 
ments and allow them to recover their tone. Mani¬ 
fold are the devices which have been employed for 
shortening the round ligaments. 

They may be reached either by the vaginal or 
the abdominal route. The vaginal route appears 
to me a very round-about method of reaching 
structures with the anatomical position of the round | 
ligaments. Abdominally they may be reached i 
either extra- or intra-peritoneally. Of the various 
extra-peritoneal methods the one which has been 
most often performed and is best known is that of , 
Alexander, in which the round ligaments are 
exposed after they have come through the external 
abdominal ring, where they are thin and delicate, 
unable to resist the strain put upon them, and 
sometimes difficult, if not impossible to find. It j 
is, however, contra-indicated in cases complicated j 
by the presence of adhesions or diseased append¬ 
ages, and thus presents a very limited field of 
application. 

These drawbacks are obviated by shortening the 
round ligaments through an abdominal incision. 

It is best performed in the following way : An 
incision about four inches in length is made through 
the skin, either in the median line longitudinally, ; 
or transversely about one inch above the upper 
border of the pubic symphysis. The latter incision 
is employed for its cosmetic effect, the scar subse¬ 
quently becoming hidden by the growth of the pubic ( 
hair. Whichever skin-incision has been employed, 
the muscles, fascia and peritoneum are divided | 
longitudinally in the middle line. The retro-dis- | 
placed uterus is then exposed and brought forwards, , 
any adhesions to the floor of the pelvis being ! 
broken down to admit of this being done. The ! 
round ligament of one side is then seized with a 
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Spencer-Wells forceps about one inch from its 
uterine attachment, and the meso-salpinx at this 
point is transfixed by a needle threaded with a long 
silk ligature, which is then tied round the round 
ligament, the ends being left long. A specially 
constructed pair of curved forceps, known as “round 
ligament forceps,” is then pushed, with closed points, 
through a small slit in the anterior aponeurosis of 
the rectus muscle into the substance of the muscle ; 
they are then gradually pushed in the direction of 
the internal abdominal ring, where the points of the 
forceps come into relationship with the round liga¬ 
ments, along which they are gently insinuated 
beneath the peritoneum until they reach the point 
where the ligature was placed round the ligament. 
The point of the forceps is then made to pierce the 
peritoneum and grasp the end of the long ligature. 
The forceps are then withdrawn, carrying the liga¬ 
ture with them along the track they have made. A 
similar procedure is undertaken with the round liga¬ 
ment of the opposite side. Now the ligature is pulled 
taut and the round ligaments are reduplicated in a 
new position in the substance of the abdominal wall, 
the uterus being by this means drawn forwards into 
excellent position. The two sutures on each side 
are then threaded into curved needles, passed 
through the anterior aponeurosis of the rectus, and 
then tied together. This procedures fixes the re¬ 
duplicated round ligaments in their new position. 
The abdominal incision is then closed in three 
layers. 

By the performance of this operation the uterus 
is retained in its normal position by physiological 
methods. It was devised to obviate the dangers to 
which ventro-fixation and ventro-suspension un¬ 
doubtedly expose the patient in the event of sub¬ 
sequent pregnancy and labour, and should always 
be performed to the exclusion of these two pro¬ 
cedures during the child-bearing age, ventro-fixation 
being restricted to cases occurring after the meno¬ 
pause or after removal of the uterine appendages. 

January 3rd, 1910. 


Treatment of Felon. —Kofmann commends 
the method of incising along the tendons, but 
never over them, reaching them from the side and 
never cutting into the joint if he can avoid it. He 
supplements this single incision with a crescent- 
shaped incision around the base of the nail, distant 
about 3 mm., cutting down to the bone. This 
prevents injury of the sensitive tip of the finger 
and deformity of the joint —Journ. A. M. A., vol. 
liii, No. 24. 
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THE NEW METHOD OF TREATING 
NjEVI. 

By REGINALD MORTON, M.D.Tor., F.R.C.S.E. 


In the treatment of those naevi and other kindred 
lesions not suitable for excision, electrical methods, 
including the galvano-cautery, have so far held the 
field. 

An experience of over six years, running to about 
2000 cases in which these methods were used, has 
led me to the opinion that they are extremely 
efficient, but at the same time open to some ob¬ 
jections. 

With regard to electrolysis the great objection 
is the painful nature of the application, rendering an 
anaesthetic necessary in nearly all cases. It also 
takes considerable time, as the process must not be 
hurried if sloughing is to be avoided. 

Notwithstanding these objections, there are 
certain cases of cavernous naevi in which electrolysis 
alone is capable of bringing about a successful 
result. 

The application requires some degree of judg¬ 
ment, and the important thing is to know when to 
stop. Here, as in all other methods, it is better to 
do less than enough, and finish on a subsequent 
occasion, than to risk the production of an unsightly 
scar in the effort to make one operation suffice. 

Probably the most useful of the older methods 
is that of puncture with a fine galvano-cautery. 

The punctures should go right through the skin, 
but the cautery must be withdrawn immediately 
the point gets into the subcutaneous tissue. 

They should not be less than £ or inch apart, 
and } inch is none too much. 

Each puncture forms the centre of a zone of 
simple plastic inflammation obliterating the vessels 
in its immediate neighbourhood, and any remaining 
naevoid points are finished at a future time. 

In this way a minimum of destruction takes 
place and the result is secured with the least 
amount of scar-tissue. It is eminently suitable for 
capillary naevi. 

Here also an anaesthetic is necessary if the work 
is to be done in a manner likely to achieve the best 
possible result. 

A disadvantage is the unavoidable pitting of the 


surface left by the individual punctures. These 
clear up very well in children after six months or a 
year, but traces of them can be found always. 

It is worthy of note that in my experience keloid 
seldom if ever follows either of these two pro¬ 
cedures ; I cannot recall a single case. 

Of late years the high-frequency spark has been 
used more or less extensively for the treatment of 
the more superficial naevi, commonly knowm as 
“ port-wine marks.” 

There is no doubt about the value of this 
procedure, as I have proved in a series of about 
twenty cases. 

I The application is tedious to both patient and 
operator, and. so painful to the former that an 
! anaesthetic is almost always necessary. 

The effect can be varied very considerably 
I according to the distance the electrode is held from 
j the skin. 

I The two main effects are (i) an electrical bom¬ 
bardment, and (2) a thermic effect. The closer 
the electrode is to the skin, the more does the 
thermic effect predominate—at distances of one 
j inch or more the effect is an almost purely electrical 
bombardment. It is this latter that should be used, 

| and it is the same method that under the name of 
“ fulguration ” has been advised for the treatment 
| of cancerous growths. 

If the electrode is held less than half an inch 
from the surface the effect is largely a thermic one, 

! and a blister is rapidly formed, but the effect does 
| not penetrate as deeply as when the interval is 
I longer. Also with this near position of the elec- 
' trode does it frequently happen that keloid changes 
i are subsequently developed in the scar. 

I have watched this development of keloid with 
some interest, and my observations lead me to 
the opinion that it more frequently follows heat 
I injuries than those brought about by other means; 

| and especially those heat injuries involving the 
j more superficial layers of the skin, and not its 
j whole thickness. 

Such are my impressions, after a considerable 
experience, of the various methods hitherto in use 
for treating naevi not suitable for excision. The 
I main purport of this paper, however, is to describe 
a new method which is singularly free from the 
I objections I have indicated. 

J In this the principle involved is that of refrigera- 
i tion, and while of course freezing is not at all new 
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as a means of treating superficial lesions, this 
particular means of carrying it out has unique 
advantages. The agent I employ is solidified 
carbon dioxide. 

This is prepared from the cylinders of compressed 
and liquefied gas used in the arts. By allowing it 
to expand under certain conditions and collecting 
the congealed gas in a suitable receptacle it can 
be compressed into a hard, firm crayon of any 
desired shape and size, and after the crayon is 
obtained it can be further shaped as required with 
a knife. 

At ordinary pressures carbon dioxide at — 79 C. 
is a solid ; at — 78 C. it is a gas. Thus our appli¬ 
cator, or at least the surface in contact with the 
part being treated, remains at the same tempera¬ 
ture—a matter of the first importance in obtaining 
accuracy in dosage. 

As the part being treated gives up its heat to 
the crayon, the surface of the latter escapes as gas, 
the surface being constantly renewed. On this j 
account a fragment of the solidified gas can be 
held loosely in the hand without discomfort, actual 
contact being prevented by a thin cushion of gas. ! 

The depth and intensity of reaction produced by | 
the application is a matter of time and pressure. 
The time varies from thirty to sixty seconds in 
most cases, and if a reaction of unusual severity is 
desired, this is obtained by a second application 
immediately after the first one has thawed out. 
Thawing out takes practically the same time as 
the freezing, and is at times slightly painful. 

The application itself is practically painless ; no 
anaesthetic is ever necessary, local or general. 

On removing the crayon the depression caused 
by it remains; the frozen surface is white and j 
hard, as if a piece of porcelain had been let into I 
the tissues, but as thawing proceeds the depressed 
area recovers its former colour and contour, and 
the surface is seen to be wet with the moisture of 
condensation. 

Reaction sets in immediately, and within two or 
three minutes the patch is noticeably brawny and 
beginning to swell. 1 

Intense hyperaemia sets in, and in halfan-hour’s j 
time a distinct wheal is developed. A vesicle , 
forms in about an hour if the application has j 
lasted thirty seconds or more. If less than this a 
vesicle may not form at all. 

The reaction affects the whole part uniformly, | 


! 

and unless the freezing has been unduly prolonged 
| there is no sloughing or gross destruction of tissue. 
Instead, we have a more or less intense, non-septic, 
plastic inflammation which possesses an enormous 
, power for good. 

After some experience the extent of the reaction 
' is under the most complete control; it can be 
1 varied from a simple hyperaemia, clearing up in a 
few hours, to complete necrosis of the frozen part. 

I have now treated over 100 cases by this 
method, and with such satisfactory results that I 
employ it more than all the other methods taken 
i together. In the great majority a cure has resulted 
from a single application. 

| Speaking generally, any case of ordinary capillary 
! naevus can be completely removed by a single 
application of about forty seconds. Many cavernous 
naevi will disappear in the same way, but the degree 
of pressure as well as time are of the first impor¬ 
tance, and must be carefully suited to the conditions 
of the case in hand. 

Nothing but experience will enable one to gauge 
the accuracy of dose required to attain the ideal 
result. 

Warts and moles are removed with the greatest 
certainty, but there can be no fixed rule for the 
| duration of application to those growths, and 
1 the poor hegt-conducting properties of the said 
1 growths have to be remembered. When properly 
done a blister forms under and around the wart, 
and the latter is thus hoisted out, as it were, leaving 
a small simple sore which soon heals. 

The behaviour of the ordinary 14 port-wine mark ” 
was somewhat of a surprise. I imagined that a 
long exposure with light pressure would give a 
severe superficial reaction and bring about the 
desired result. 

I was right about the reaction but wrong about 
the result. 

After the crust had peeled off the treated area 
was very much the same as before, and remained 
so for at least a fortnight. 

Still feeling I was right about my theory, I 
made a second and exactly similar application. 
The improvement is now very marked, and so far 
as one can judge a third application will do all 
that is required. 

The list of diseases in which this carbon dioxide 
is likely to be found useful will doubtless be very 
greatly extended. It is essentially suited for super- 
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ficial and cutaneous disorders. I have obtained | 
good results in lupus vulgaris and lupus erythema- i 
tosus, and for the keratoses accompanying chronic j 
X-ray dermatitis it seems to answer better than | 
anything else. j 

Considering the present “ boom ” in radium, 
some may think it an impertinence to mention 
carbon dioxide in the same sentence. 

I have used, and seen the results of, both, and for 
some conditions, such as naevi, warts, moles, and 
X-ray keratoses, I am certain radium cannot show j 
any advantage over carbon dioxide. 

With the latter reaction is immediate, and the 
result is attained before the radium reaction is well 
under way. 

Carbon dioxide is very cheap and easily ob¬ 
tained, whereas radium is extremely scarce, ruin¬ 
ously expensive, and within reach of the few. 

In hospital practice the saving of time is prodi¬ 
gious ; I used to spend two hours or more doing ten 
cases by electrolysis or cautery under anaesthetics ; I 
recently treated thirty cases within an hour and a 
half using carbon dioxide. 

I have not yet tried carbon dioxide in carcinoma 
or rodent ulcer. In the latter it might be successful, 
but everyone knows how difficult it is to get a 
suitable case for trial just when it is wanted. 

For my first, I would prefer one* small in size | 
and not too near the eye, nose or mouth. Owing I 
to the severity of the reaction the result ought to be j 
satisfactory. 

Enough has been said to indicate the value of 
this convenient and remarkable agent. I am 
carrying on my investigations, and hope to have 
some definite figures bearing upon results to 
publish before very long. 

January 3rd, 1910. | 

OMENTOPEXY AND PERITONEAL DRAIN- 
AGE FOR CHRONIC ASCITES CON¬ 
NECTED WITH HEPATIC CIRRHOSIS.* 

By F. PARKES WEBER, M.D. 

The patient, a woman, aet. 49 years, formerly 
enjoyed good health. She was married at twenty- 
eight and had eleven children, nine of whom were 
still living and healthy; the other two died early. 
Swelling of the abdomen was first noticed in 
December, 1908, and she then became short of 

* Delivered at the Royal Society of Medicine. 


breath and confined to bed. Before she was ad¬ 
mitted to the German Hospital on July 14th, 1909, 
paracentesis abdominis had already been performed 
six times. She had been accustomed to drink 
beer, but apparently not in excess. On admission 
the abdomen was distended with fluid, the lower 
extremities were oedematous, and there were 
bronchitic signs, and some dyspnoea and cyanosis. 
The heart showed nothing abnormal. The urine, 
of rather high colour, was free from albumen and 
sugar. There was no jaundice. During the first 
five weeks in the hospital paracentesis abdominis 
had to be repeated four times ; the quantity of the 
ascitic fluid withdrawn on each occasion varied 
from 6000 to 9500 c.cm., and its specific gravity 
(twice estimated) was found to be 1010. After 
J tapping the belly the liver could be felt enlarged 
and hard, reaching four finger-breadths below the 
' costal margin. The patient’s temperature* though 
! occasionally slightly raised in the evenings, never 
| passed ioo° F. The pulse varied between 64 and 
I 88. The quantity of urine was decidedly below 
I the normal. Omentopexy was performed by Dr. 

! E. Michels on August 20th, and the free bleeding 
I from the abominal walls at the operation seemed 
to show that considerable collateral venous circu¬ 
lation was already established. After the operation 
the ascitic fluid soon reaccumulated, and was 
removed by paracentesis or by a small incision on 
September 4th, September 14th, and September 
22nd, 6200 to 8000 c.cm. being withdrawn on each 
occasion. On October 1st, Dr. Michels, after letting 
out the ascitic fluid by a small incision near the 
umbilicus, inserted a tube (a small catheter) for 
“permanent drainage.” This tube was removed 
after a few days when the fluid ceased to flow. 
On October 12th 6000 c.cm. was again let out by 
incision, and a catheter was again inserted for peri¬ 
toneal drainage, but it had to be soon removed 
as fluid did not come away. About this time 
(after October 12th) there was moderate pyrexia 
(up to ioo°-ioi '5° F. * n the evenings), but after 
October 21st the temperature did not reach ioo°F. 
No more tapping was needed after October 12th, 
though the fluid at first reaccumulated. By 
November 8th the ascites was obviously diminish¬ 
ing and by November 15th the signs of ascites 
had for a time completely vanished. The patient's 
general condition was satisfactory. The daily 
quantity of urine was about normal. The tem¬ 
perature was generally about 98° F. in the morning 
and 99 0 F. in the evening. The liver (November 
25th) felt hard and was greatly enlarged, the lower 
I edge reaching down to the anterior superior iliac 
I spine. The splenic dulness commenced above 
j at the eighth rib in the mid-axillary line, and the 
lower edge of the organ could be felt about two 
j inches below the costal margin. A little ascites 
| was again noted in the early part of December. 

| January 3rd , 1910. 
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A CLINICAL LECTURE 

on 

A CASE OF DUODENAL ULCER. 

Delivered at St. Bartholomew’s Hospital. 

By D ARCY POWER, F.R.C.S., 

Surgeon and Lecturer on Surgery to the Hospital. 

Gentlemen, —I think the title of this lecture 
should be “a case of leaking duodenal ulcer.” 
The story of the patient is that he was a news¬ 
agent, aet. 26 years, who came here on October 
23rd, 1909. The dresser's notes, by Mr. C. T. 
Neve, tell us that he was complaining of abdo¬ 
minal pain, and he said that three months ago 
he had attacks of indigestion, that is to say pain 
in the lower part of his chest on the left side, 
not reaching below the costal margin, but extend¬ 
ing to the shoulders and deep down on the right 
side. These attacks came on at various times, 
but as a rule between two and three hours after 
meals. But after this there was more or less pain 
all day. He vomited about once a week, a green, 
bitter fluid. On the 23rd, at 9 p.m., when he had 
been at work all day and had felt well, he suddenly 
collapsed with great pain. This pain was all over 
the abdomen. He says he called in a doctor with¬ 
in a few minutes, and by 10.30 the same evening, 
one and a half hours after the pain began, he was 
in the hospital. There is nothing about his family 
history which is of importance or interest, and 
there is nothing beyond what I have said about his 
general condition. On admission he was found to 
be in great pain, with a temperature of 99 0 F. and 
pulse 100. His tongue was clean and there was 
nothing particular in his chest. His abdomen 
showed great tenderness and he was rigid all over. 
There was slight localised tenderness to the right 
of the umbilicus, and his knees were drawn up. 
That is the story. 

He was a healthy man, doing his work, up to the 
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time that he had this attack of intense pain, and it 
was so bad that he had to send for a doctor at 
once. This is a very important fact, because 
young men in the position of life of hospital 
patients do not send for a doctor if they have mere 
stomach-ache. Remember also that the pain 
came on instantaneously. When he came to the 
hospital one and a half hour after the attack it 
was obvious that he was a good deal better than 
he had been at the instant when the doctor saw 
him. That, too, is a little characteristic of the con¬ 
dition. I had a similar case about four years ago, 
in which a young man, set. 20 years, a compositor, 
had been riding his bicycle. Starting from Stoke 
Newington he rode to Guildford, and he came back 
as far as Wandsworth Common, feeling perfectly 
fit. He had a glass of beer at Guildford two or 
three hours before. He was perfectly sober, and 
there was no question of intoxication in the case, 
but when he arrived at Wandsworth Common the 
pain was so bad that he fell off his bicycle, and 
fortunately he fell off next door to a doctor’s house. 
He was dragged into the house and the doctor said 
he was dying and could not live very many 
minutes. But the doctor did what he could for 
him : he gave him an injection of strychnia, and 
finding he recovered somewhat he sent him on to 
the Bolingbroke Hospital, which was only about 
half a mile away. The doctor said that at the time 
he saw the patient he was pulseless, and in an agony 
of pain. When the house-surgeon saw him he 
telephoned to me and said he had a man in who 
came with a history of extreme abdominal pain, 
but his pulse was fairly good, although the doctor 
said a little time ago that he was pulseless. I tele¬ 
phoned that in that case I had better see him at 
once because he probably had a perforated duo¬ 
denal ulcer. There is nothing else which causes 
such intense and spontaneous pain with collapse 
except perforation, when it occurs in a young man 
who has looked upon himself as a healthy person. 
We operated upon him, found a perforated duo¬ 
denal ulcer, stitched it up, and the man did 
perfectly well. 

The present patient presented a very similar 
picture. When the doctor first saw him he obviously 
thought very seriously of him, because he sent him 
straight into the hospital. By the time he arrived 
at the hospital here Mr. Pringle, my house-surgeon, 
was not specially alarmed about him. He saw 


that he was ill, and called in some of his colleagues. 
They agreed with him that there was really no 
reason why the matter should not wait until I 
came round in the ordinary way. And there is no 
doubt that he took the right view of the matter, 
j because the man improved steadily, and the report 
says that from day to day he became better, until 
J by October 27th or 28th he was lying in bed, 
i and except for a little rigidity of the abdominal 
| walls he was not suffering very materially. I 
operated upon him the day before yesterday, as 
you will hear presently, and with satisfactory 
! results. 

I There are two phases, therefore, of the same 
1 condition. In the second case which I told you 
I about complete perforation had occurred. In the 
j first case there was a partial or leaking perforation 
in an ulcer which is situated in the first part of 
the duodenum, close to the stomach. Perhaps in 
this man I am talking about now the ulceration is, 
or was, almost at the pylorus, perhaps partly in the 
duodenum and partly in the pylorus, because he 
had symptoms of indigestion beforehand. The 
typical perforation of a duodenal ulcer comes on 
suddenly, and without the patient having known 
beforehand that there was anything the matter 
with him. Thus the second patient I told you 
about had not the least suspicion of anything being 
wrong with him or he certainly would not have 
undertaken a fifty-mile bicycle ride comparatively 
late in the afternoon. He had no idea that he was 
in anything but perfect health. He had had no 
symptoms of indigestion, he had never brought up 
blood, nor passed blood in his motions. And yet 
in a few moments he perforated and was in imme¬ 
diate danger of death. The first point, then, which 
I wish to impress upon you is the suddenness with 
which a duodenal ulcer may perforate. 

When you see a man in a state of extreme 
collapse from acute abdominal pain you have to 
make up your mind almost instantaneously what 
his condition is due to, in other words you have to 
make a differential diagnosis. And the conditions 
you would have to differentiate it from would be, 
first of all, colic, which may simulate perforation. 
The colic may be due to simple indigestion, 
coming on usually after a heavy meal, often in 
people who have had symptoms of indigestion 
previously. You differentiate it from acute indiges¬ 
tion by the fact that the duodenal ulcer usually 
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perforates without relation to food. Neither of 
these patients had taken any food for some hours 
previously. In the case of indigestion the patients 
have often had a large meal shortly before, and 
have perhaps eaten it heartily and hurriedly. In 
acute indigestion you do not find anything like 
the same degree of collapse as in duodenal ulcer, 
although in both there is pain. There may be 
tenderness, but that tenderness is diffused over the 
abdomen; in indigestion the pain is not confined 
to a single spot, as it is in perforated duodenal 
ulcer. The absence of collapse, therefore, the 
general tenderness and the relation to a meal 
taken not long before, will all point to the case 
not being one of duodenal ulcer. And it is 
important from the point of view of treatment 
that you should not confuse simple colic with a 
perforated duodenal ulcer. In simple colic due to 
indigestion you can let the patient recover himself, 
as he will do quickly, but if the case is one of 
perforated duodenal ulcer and you allow the patient 
to wait he will almost certainly die. So it is 
very important to differentiate between those two 
conditions. 

The colic may be due to other causes, for instance, 
to chronic lead poisoning, or colic of Poitou which 
we find among compositors, and in the case of the 
man who cycled you will remember he was a 
compositor, and therefore the question of colic did 
arise. One ought to think of that, and, if possible, 
exclude it. Then there is a first attack of renal 
colic,which you may very easily mistake for duo¬ 
denal perforation. In renal colic if there is stone 
on the right side the pain may be localised almost 
at the same point where pain occurs in duodenal 
ulcer. But an examination of the urine, the radia¬ 
tion of the pain and the history of the case, so far 
as the patient is able to give it, will help you to 
differentiate between renal colic and perforated 
duodenal ulcer. Lastly, the question should pass 
through your mind, Has he biliary colic? But 
'biliary colic is not very common in young men, 
like those who suffer from duodenal perforation. 

The differential diagnosis as regards colic is 
between indigestion, lead colic, renal colic, and 
biliary colic, and you can distinguish duodenal 
ulcer from these conditions if you take ordinary 
precautions. 

Acute perforation may be due to other causes 
than duodenal ulcer. And the first, of course, is 


perforation of a gastric ulcer in a given patient. 
Are you dealing with a gastric or a duodenal ulcer ? 
The symptoms and the previous history will help 
you materially. In the perforated duodenal ulcer 
the man does not usually complain much, if at all, of 
indigestion, and the teeth may be perfectly good, 
whereas in gastric ulcer he has nearly always had 
some indigestion before the perforation occurred, 
and very often his teeth are found to be in an 
extremely bad condition. The slightest waiting 
will give you the clue (but I would impress upon 
you that you must not wait in these cases). After 
perforation of a gastric ulcer the patient goes from 
bad to worse. In the case of duodenal ulcer the 
patient’s condition often has a most misleading 
habit of improving. There was a good instance 
in the second case I told you about, where the man 
who seemed to be dying at one moment steadily 
improved as he was watched. If you had not 
seen similar cases or been told about them, you 
would have thought it likely that the improvement 
would have continued. What really happens in a 
case of duodenal perforation is that you find intense 
shock occurs at the moment of perforation, which 
extends itself to the posterior parts of the peri¬ 
toneum, and is instantaneous. The material 
which is poured out through a duodenal perfora¬ 
tion is alkaline in character ; it has been digested, 
that is to say it is chyme ; it is sterile at first, and 
not very irritating. Consequently as soon as the 
shock has passed off, the peritoneum recovers 
itself and the patient appears to improve. If 
you leave such a patient without adequate treat¬ 
ment the improvement will go on, until the pulse 
may become normal, or only slightly quicker than 
is natural, and his temperature will fall or rise as 
the case may be. During the collapse his tempera¬ 
ture may have been only 96°F. and it may rise to the 
normal or only a little above it, and the patient 
may pass a good night. But when you see him 
next morning you find that his abdomen is rigid. 
The next thing which will happen is that the 
abdomen begins to swell, it becomes tympanitic, 
and unless measures are taken to close the perfora¬ 
tion he dies of peritonitis. I believe that cases of 
perforated duodenal ulcer always die if they are 
left alone, except in those very rare cases like 
the one we are considering to-day, where there is 
a leakage rather than a true perforation. Where 
there is only leakage there may be a sealing off of 
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the ulcer and recovery may consequently take ' 
place. But, as I say, those cases are rare. | 

In perforated gastric ulcer the picture is a very j 
different one. The material often comes through j 
a much larger opening; it is acid, irritating, and 
contains undigested food. 

Then there is acute perforative appendicitis, 
because I do not think that you will be likely to 
have any difficulty in distinguishing perforation of a 
typhoid ulcer from acute duodenal perforation. 
Appendicitis may come on as suddenly and the 
symptoms may be as obscure as in perforated i 
duodenal ulcer. But in duodenal perforation, 
although there is tenderness in the iliac fossa, yet j 
there is also a second point of maximum tenderness 
above the umbilicus and to the right side of it, | 
and this second point of maximum tenderness is , 
absent in appendicitis. In cases of duodenal j 
perforation there are really two points of maximum 
tenderness—one at the seat of perforation, and 
the other lower down where the contents of the 
duodenum have trickled into the iliac fossa. If, 
therefore, we are in doubt where to operate, we 
may remember that when there is only one point , 
of maximum tenderness and it is in the right iliac 
region the incision should be made over the * 
appendix. When there are two very tender spots, j 
the one above and to the right of the umbilicus, 
the other in the right iliac fossa, the incision should | 
be made through the upper part of the right rectus i 
abdominis. There may even be three tender spots 
in the abdomen, because the contents of the 
duodenum trickling down may find their way into 
both iliac fossae instead of into one. Usually it is 
the right iliac fossa which is thus affected, but the 
contents may trickle both into the right and into 
the left. However this may be, we always have 
one centre of maximum pain over the seat of the 
perforation itself. This fact will help us to distin¬ 
guish between acute perforation of the appendix 
and perforation of the duodenum. 

Then, again, the acute pain and collapse may be 
due to an intussusception. This occurs quite 
suddenly, in perfectly healthy people, and not 
always in children. We are taught to regard 
intussusception as a disease or a pathological 
condition occurring in children, but we may also 
have it in adults. In such cases it is nearly always 
overlooked. I have worked at intussusception for 
twenty years, and yet the last case we had in the 


wards—a man, aet. 25 years—was allowed to die 
because we had not recognised the condition. 
There is a sudden pain attended with collapse, 
the pain being on the right side. Intussusception 
always has a tumour. It may be imperceptible 
until we make a thorough examination under an 
anaesthetic, but it is there. In all cases which 
are acute and attended by sudden pain, if we 
have the least doubt as to the patient’s condition 
we should examine under an anaesthetic. 

Another differential point has reference to strangu¬ 
lation by bands, etc. One is extremely culpable if 
one overlooks external hernia, but the strangulation 
may be internal, either because a loop of the 
intestine has slipped into one of the peritoneal 
fossae, or because a band has existed in the abdo¬ 
men, as a result of inflammation or a congenital 
condition. But these things are not very likely to 
be mistaken for duodenal perforation. In duodenal 
perforation the pain is very great and abdominal 
rigidity is an early sign. In the case of the band 
the onset is much slower, and the abdomen remains 
supple for a long time. The abdomen is quite 
slack in a band, and although the patient goes on 
vomiting it may be some days before he realises the 
necessity of calling in a doctor. Moreover, the 
symptoms come on so insidiously that it is only 
when the doctor has exhausted all the means in 
his power that he asks the help of a surgeon, who 
often has to operate without an exact diagnosis. 
Then, the man being put under an anaesthetic, a 
piece of congested or gangrenous gut is found. 
The two or three cases I have had this year have 
been patients who had been under medical treat¬ 
ment for several days. 

There isone other point which may helpin making 
a differential diagnosis, namely, the extreme rarity 
with which perforation of a duodenal ulcer is found 
in women. We must not say that it never occurs, 
because as soon as we do so someone is sure to 
bring forward an isolated case. But we may say 
that the proportion of women to men suffering 
from this condition is as 1 to 8 or 10. Duo¬ 
denal perforation itself is not very common. 
Probably in your own practice you will not see 
more than one or two such cases, and never a 
case in a woman. Although perforation of the 
stomach is common enough in women as well 
as in men. 

As to the prognosis, it depends on your method 
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of treatment and on the time at which the case ! 
was taken. If you “sit on ” your patient, that 
is to say, if you merely watch him, he will prob¬ 
ably die, but if you do what you ought to do— i 
namely, send for a surgeon—and if the operation 
is done within the first two or three hours, there is 
no more reason why he should die than why a 
patient suffering from perforated gastric ulcer should 
die. The perforation lies deeper in the abdomen, 
but it is very much smaller, and it is not a difficult 
one to close when it occurs, as is usually the case, 
in the first part of the duodenum. 

In treatment, therefore, the essential thing is 
immediate operation. We are fortunately situated 
in a large town, where we can get an operation done 
within an hour or an hour and a half of the per¬ 
foration. In the last case we had in the wards the 
perforation took place in the street at twelve 
o’clock, and the patient was operated upon and in 
bed before two. 

Should we do a gastro-enterostomy upon a man 
who has had a duodenal perforation, for everyone 
is agreed that the perforation, should be closed at 
once ? This will depend upon yourselves ; if you 
are skilled operators who can work quickly, and if 
you have a good anaesthetist, the additional time 
taken is to the future advantage of the patient, 
otherwise content yourself with simple suture and 
do not lose everything by attempting too much. 

If the ulcer is merely leaking, as in the patient 
who has formed the subject of this lecture, you 
may do as I have done—wait until the acute 
symptoms have passed off and then perform a 
posterior gastro-enterostomy. You will ask why, 
when he seemed so well, and I answer because 
of the sequels of perforated duodenal ulcers. 
For such a man may have a recurrence of the 
perforation sooner or later, symptoms of haemor- j 
rhage may reduce him to a condition of extreme 
anaemia, the ulcer may cicatrise and lead to a I 
narrowing of the duodenum—partly by contraction | 
of the intestinal walls themselves and partly by | 
the qontraction of adhesions which have formed ; 
outside the walls—to such an extent that food will j 
not pass along it. In other words, we get pyloric 
obstruction. This leads to dilatation of the 
stomach, leading again to constant or repeated 
vomiting, and then, when the stomach is dilated, 
a gastro-enterostomy has to be done. Therefore, 
it is wise to do the gastro-enterostomy either at | 


the time the ulcer is sewn up or as soon afterwards 
as is reasonably possible. 

One may have dilated stomach and cicatrisation 
of the duodenum without perforation. A patient 
will come repeatedly and be treated for all kinds 
of troubles, but the doctor never takes the trouble 
to examine the stomach. In all cases of chronic 
indigestion which give rise to vomiting we ought, 
j as a matter of routine practice, to examine the 
! stomach. We should see whether or not it is 
dilated. We can feel the lower margin of the 
stomach, and then, having found the dilatation, 

! we have to make up our minds whether it is due 
to some functional condition or has really an 
organic cause, such as constriction of the pylorus. 
In cases of constriction of the pylorus the earlier 
the gastro-enterostomy is done the better the result. 
We hardly know yet all the factors which make for 
the success or failure of a gastro-enterostomy. But 
we do know that when we have got a chronic and 
1 non-malignant obstruction in the region of the duo- 
| denum this operation will give new life to the 
patient. One gentleman whom I knew very well 
was sent to Egypt for the cure of his nervous 
dyspepsia, but when his duodenum was afterwards 
| examined it was found to be narrowed for an inch 
I to the size of a cedar pencil. A gastro-enterostomy 
was done four years ago and he is now perfectly 
well. Do not be too casual, therefore, about your 
physical examination, and do not imagine that 
chronic indigestion, with frequent vomiting of very 
large quantities of fluid, can be cured by drugs 
I when it is due to such a cause as I have indicated. 

January 10 fh t 1910. 


Comandon has had the happy idea of applying 
the ultra-microscope to cinematography. At the 
Academy of Sciences Dastre gave his experiences, 
which have met with the greatest success. Up to 
this time it has been possible to study germs only 
in very small numbers and stained ; to-day, with 
the ultra-microscope, we may seize them alive and 
the invisible world is cinematographed. Comandon 
has publicly shown, amid the applause of his audi¬ 
ence, trypanosomes as the living agents of sleeping- 
sickness, spirochetes of syphilis, with their quick 
and lively movements; finally, the normal and 
pathogenic parasites which constitute the intestinal 
flora.— Med. Record , vol. lxxvi, No. 25. 
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ON THE DIAGNOSIS OF DUbDENAL 
ULCER, WITH SPECIAL REFERENCE TO 
THE VALUE OF CAMMIDGE’S 
PANCREATIC REACTION. 

By GEORGE HERSCHELL, M.D.Lond. 


It is now very generally admitted, even by those 
who take a conservative view, that some of the 
cases which we have been accustomed to diagnose 
as hyperchlorhydria, hypersecretion, atonic dilata¬ 
tion of the stomach and nervous dyspepsia in 
reality owe their symptoms to an ulcer in the 
duodenum. 

The investigations of Verhaegen, Luigi Sansoni, 
and Soupault have shown us that hyperacidity 
per se does not necessarily produce gastric pain, 
and that we must, in addition, have a condition 
of hyperaesthesia in the stomach or duodenum. 
In fact, in many cases of so-called hyperacidity 
pain they have demonstrated that the acid content 
of the gastric juice was normal, and that the 
trouble must have been due to the hyperaesthesia 
alone. In cases in which the pain does not come 
on until two or three hours after food it is obvious 
that the zone of hyperaesthesia must be in the 
duodenum. Moreover, the experience of Moynihan 
and other abdominal surgeons has shown us that 
in the majority of cases such a local hyperaesthesia 
is due to some definite cause, such as a duodenal 
ulcer or the irritation of a gall-stone, and not nearly 
so often, as we have hitherto supposed, of nervous 
or functional origin. In these cases we also now 
know that the dilatation of the stomach is not 
primary and due to atony, but the result of 
chronic intermittent pyloric obstruction from 
spasm. 

Any clinical sign, then, which would absolutely 
locate and show the presence of a definite lesion 
in the duodenum must necessarily be of immense 
value from a diagnostic point of view. For in¬ 
stance, in a case in which the differential diagnosis 
had to be made between functional hyperchlor¬ 
hydria and duodenal ulcer, the knowledge that 
there was a definite lesion in the duodenum would 
turn the scale in favour of the latter. 

The object of the present paper is to point out 
that in all probability we have such an aid in the 
Cammidge’s C reaction, which is now generally 


admitted to very strongly point to chronic pan¬ 
creatitis. Robson and Cammidge casually men¬ 
tion, in their work upon the pancreas, that chronic 
pancreatitis often follows duodenal ulcer, but 
do not, I think, lay as much stress upon this fact 
from a diagnostic point of view as it deserves. 

Pancreatitis unaccompanied by jaundice is 
most commonly due to the extension of a duodenal 
catarrh along the pancreatic ducts, which implies 
a source of irritation in the duodenum. In a case 
presenting the characteristic pain coming on some 
time after a meal the knowledge that such is 
present would, I think, justify us in assuming the 
probability of a duodenal ulcer. In like manner 
the absence of the pancreatic reaction would show 
us that there was no duodenal catarrh, and would 
incline us to the possibility of the trouble being of 
a functional nature. As regards my own experi¬ 
ence, the number of cases of presumed duodenal 
ulcer in which I have had an opportunity of trying 
the test is as yet too limited to settle the question. 
The following series of cases will, however, I hope, 
serve to point out the importance of the subject 
and stimulate other observers to work in the same 
direction. 

Group a. —Cases showing the pancreatic C re¬ 
action in which the presence of duodenal ulcer was 
verified at the operation. 

Case i. —Rev. B. C—was quite well until 1905, 
when he had an attack of melaena. Had a second 
attack in 1906. Since then has suffered at intervals 
from pain of a severe type some time after food and 
at night in the right upper quadrant of the abdo¬ 
men. Relieved by food and alcohol. Objectively 
there was marked rigidity of the right rectus muscle, 
dilatation of the stomach, and occult blood in the 
stools. No cutaneous hyperaesthesia or deep tender¬ 
ness. In February, 1908, gastro-enterostomy was 
performed by Mr. Mayo Robson, and a large duo¬ 
denal ulcer was demonstrated. 

Case 2.—Mrs. A. B— was sent to me by Dr. 
Cronk, of Burton-on-Trent, on March 18th, 1908. 
Her illness dated from the birth of a child five 
years previously, since which she had suffered with 
occasional intermissions from pain in the right side 
of the abdomen, coming on as a rule about three 
hours after food and at night. The pain was relieved 
by food, especially hot milk. Vomiting had been 
only occasional until February, but since has been 
very frequent. She also suffered from constipation 
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and pyrosis. Objectively there was rigidity of the 
right rectus muscle, tenderness in the right para¬ 
sternal line two inches below the level of the xyphoid, 
considerable dilatation of the stomach, and thicken¬ 
ing of the pylorus. There was a painful dorsal spot 
to the right of the vertebral spines and a right float¬ 
ing kidney. No opportunity was afforded of examin¬ 
ing the stomach contents after a test-meal. The 
pancreatic C reaction was well marked, there being 
many fine crystals soluble in from ten to twenty 
seconds. 

A gastro-enterostomy was performed by Mr. 
Mayo Robson, who found a large ulcer on the 
duodenal side of the pylorus. 

Case 3.— Dr. J. C —, set. 50 years, consulted me 
in February, 1905, for an affection of the stomach 
from which he had suffered for some years. 
His first attack, which occurred in 1888, was 
apparently induced by drinking some sour claret, 
and consisted of burning pain in the stomach, pain 
in the right hypochondrium and back, and constipa¬ 
tion. After this he had periodical attacks of pain 
associated with acidity and relieved by vomiting. 
In one of these attacks, in 1896, he suddenly 
became profoundly anaemic and short of breath. 
At this time there was tenderness an inch above 
and to the right of the umbilicus. In 1897, during 
a similar attack, he vomited about an ounce of blood. 
In 1901 he had appendicitis, which was operated 
upon, after which he was much better for a time. In 
1907 the patient placed himself under my care, and 
I found the following condition : After an Ewald 
test-meal the total acidity was 100, free HC 1 75; 
after a mixed test-meal the total acidity was 105, 
free HC 1 90. There was considerable rigidity in 
the right rectus, but no deep tenderness and no 
thickening could be made out. Under treatment 
with alkalies and belladona, with a suitable diet, 
the patient improved and returned to his practice. 
In Easter, 1908, the patient had again a severe 
attack and came under observation in August. The 
physical signs were about the same, with the addi¬ 
tion that the fasting stomach contained a small 
quantity of a greenish fluid, giving a strong reaction 
with Giinzberg’s reagent and a deep mahogany hue 
with ferric chloride. The green material was found 
microscopically to be due to a mould. Pancreatic 
C reaction was positive, there being many fine 
crystals soluble in ten seconds. 

Mr. Moynihan operated upon the patient on 


September 26th, 1908, and found an ulcer on the 
anterior surface of the first part of the duodenum. 
The duodenum was tucked back under the liver, 
and could be brought forward to the surface 
only with difficulty, although no adhesions were 
present. 

Case 4.—Dr. D—, set. 45 years, consulted me 
in February, 1909, with stomach trouble dating 
from 1906. His symptoms were pain at the junc¬ 
tion of the lower and middle thirds of a line join¬ 
ing the umbilicus and costal margin at the right 
mammary line, coming on about three hours after 
food and often accompanied by faintness and 
constipation. The pain was relieved by food and 
alkalies. There was distinct tenderness on deep 
pressure at the painful spot, but no superficial 
hyperesthesia or dorsal tender point. The fasting 
stomach contained a small amount of opalescent 
fluid, the total acidity of which was 40 ; no free 
HC 1 , but an excess of mucus. After a mixed test- 
meal the total acidity was 90, free HC 1 40, com¬ 
bined HC 1 45. An examination of the urine and 
faeces by Dr. Cammidge gave the following : 

Urine .—Traces of a reducing sugar too small for 
actual measurement. Traces of urobilin. Pan¬ 
creatic C reaction positive, there being some fine 
crystals soluble in five to ten seconds. Consider¬ 
able amount of indican. 

Faces .—Alkaline reaction ; well-marked reaction 
for stercobilin ; total fat 20*3 per cent.; unsaponified 
fat 3*5 per cent.; saponified fat 166 per cent.; 
organic matter, not fat, 55*5 per cent. : inorganic 
ash 24*2 per cent. Considerable undigested mus¬ 
cular fibre. No occult blood. Many triple phos¬ 
phate crystals. 

An operation was performed by Mr. Mayo 
Robson on February nth, and an ulcer was found 
in the duodenum on the posterior wall on the duo¬ 
denal side of the pylorus. There were in addition 
numerous adhesions between gall-bladder and 
pylorus, and between the pylorus and stomach. 

In this case the diagnosis virtually lay between 
gall-stone, duodenal ulcer, and functional hyper- 
chlorhydria. From the findings we were in a 
position to say definitely that there was some 
hyperchlorhydria, some chronic gastritis, and some 
chronic pancreatitis. The traces of urobilin 
pointed to some disturbance of the function of the 
liver, and probably some cholangitis, but the 
absence of bile-pigment showed that there was no 
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obstruction to the free flow of the bile into the 
intestine, and negatived the idea that the pan¬ 
creatitis might be secondary to obstruction of the 
common duct by gall-stones. 

That there was chronic pancreatitis was proved 
by the glycosuria, the pancreatic reaction, and the 
excess of muscle-fibre in the faeces. That there 
was as yet no very considerable disturbance of the 
pancreatic secretion was shown by the absence of 
any marked excess of unabsorbed fat. 

We had, then, to deal with a pancreatitis in its 
earliest stage, probably not due to gall-stones, and 
associated with hyperchlorhydria. That this was 
associated with catarrh of the upper intestine was 
suggested by the presence of indican in the urine, 
the alkaline reaction of the stools, the excess of 
saponified over unsaponified fat, the high percent¬ 
age of inorganic ash, and the presence of triple 
phosphate crystals. 

The inference was naturally that the pancreatitis 
was the result of the extension of catarrh from the 
duodenum, and taking into consideration the 
hunger pain and hyperchlorhydria, it was legitimate 
to deduce the presence of a duodenal ulcer. 

Case 5.—Col. E—, who was sent to me by Mr. 
Mayo Robson on July 1st, 1909, had been troubled 
with pain after food since 1902. The pain came 
on usually two hours after lunch lasting sometimes 
until dinner, and two hours after dinner continuing 
often into the night or until the next morning, 
unless relieved by vomiting. Has not vomited for 
the last three months, during which period he has 
been taking alkaline medicines regularly. Com¬ 
plains much of nausea and constipation, and never 
feels fit and well. Has lost fifteen pounds in 
weight. There is a tender spot, where some 
thickening can be felt, near the costal margin out¬ 
side the mid-clavicular line, rigidity of both recti, 
and dilatation of the stomach. 

Mr. Robson operated on July 7th, and found a 
chronic ulcer almost occluding the pylorus, and 
extending well back into the duodenum, and some 
hardening of the pancreas probably due to inter¬ 
stitial pancreatitis of some of the lobules. 

Group b.—C ases which did not come to opera¬ 
tion, but in which the presence of the pancreatic 
C reaction taken with the characteristic symptoms 
would, I think, justify a diagnosis of duodenal 
ulcer. 

Case 6.—Mr. M—, January, 1908. Flatulence. 


Rigidity of the right rectus. Occult blood. Crystals 
of calcium oxalate in the urine. 

Case 7.—Mr. W—, February, 1908. Character¬ 
istic pain. Deep tenderness. Rigidity of right 
rectus. HC 1 in fasting stomach. 

Case 8.—Mr. H—, February 14th, 1909. 
Hunger pain. Deep tenderness. Cutaneous 
hyperaesthesia. Occult blood. History of melaena. 

Case 9.—Mr. W—, March, 1908. Pain three 
hours after food, and at night, relieved by alcohol 
and food. Emaciation. Rigidity of rectus. 

Case 10.—Mrs. K—, September 30th, 1908. 
Pain two or three hours after meals, relieved by 
food. Several attacks in the year. Rigidity of 
right rectus. Tender spot back and front. Gas- 
t roptosis. N ephroptosis. 

Case ii. —Mr. O—, September nth, 1908. 
Flatulence. Pneumatosis. Nausea. Last Feb¬ 
ruary an attack of vomiting lasting several days. 
No particular pain. Occult blood. No rigidity. 
Diagnosis confirmed by a subsequent attack of 
melaena. 

Case 12.—Mr. A—, October 2nd, 1908. Dys¬ 
pepsia a year. Pain after food and at night, re¬ 
lieved by food. Pyrosis. Rigidity of rectus. 
Dilatation of stomach. 

Case 13.—Mr. T—, October 21st, 1908. Pain 
at 11 a.m., 4 p.m., and 3 a.m., relieved by food 
and warmth. Pain increased by cold liquids. 
Rigidity of right rectus. Tenderness on deep 
pressure. 

Case 14.—Mrs. G—, October 26th, 1908. Pain. 
Flatulence. Deep tenderness. After Ewald test- 
meal, A = 100, H = 80. 

Case 15.—Mr. G—, November 2nd, 1908. Pain 
mostly at night, keeping him awake. Deep ten¬ 
derness. Rigidity of rectus. 

Case 16.—Mr. H—, November 9th, 1908. 
Characteristic pain. Vomiting. Flatulence. Occult 
blood. 

Case 17.—Mr. W—, November 16th, 1908. 
Vomiting. Indicanuria. Calcium oxalate crystals 
in urine. History of melaena. 

Case 18.—Mr. B—, January 14th, 1909. Dis¬ 
comfort three hours after food and during the 
night. Rigidity of right rectus. Painful pressure- 
spot. Dilatation of stomach. Fasting stomach 
contains HC 1 and sarcinae. 

Case 19.—Mr. C— consulted me in February, 
1907. Constant pain aggravated by worry and 
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hard food. Deep tenderness on both sides of the 
middle line. Rigidity of both recti. After test- I 
meal, A = 90, H = 60. I had not yet used the | 
pancreatic reaction and diagnosed acid gastritis. | 
The symptoms having persisted in spite of treat- j 
ment, early this year I requested his medical man j 
to send me some of his urine for examination, 
and the pancreatic reaction proving positive the I 
probability is that there is some ulceration, prob- j 
ably on both sides of the pylorus. j 

Case 20.— Mr. D—, March 1st, 1909. Stomach I 
trouble seven years. Intense pain two hours after j 
meals, and at night relieved by food, and occurring 
in attacks of a few days’ duration separated by 
intervals of ease. Less pain after a meat diet. I 
Tenderness on deep pressure. Cutaneous hyper- ( 
aesthesia to right of middle line. Rigidity of right 
rectus. * I 

Case 21.—Mr. P—, March 17th, 1909. Attacks 
of pain for ten years. Last attack commenced 
three months ago, and he has suffered more or 
less ever since. Has lost a stone during that j 
time. Pain an hour or so after food, and at night j 
relieved by food. Deep tenderness, rigidity of | 
recti. No cutaneous hyperaesthesia. Anorexia. | 

Case 22.—Mr. L—, February 4th, 1909. Pain 1 
between two and three hours after food and at 
3 a.m., relieved by food and alkalies. Pain goes j 
through to the back. ! 

Case 23.—Mr. S—, April, 1909. Stomach 
trouble since influenza seventeen years ago. Ten 
years ago had an attack lasting two months. 
Present Attack began nine weeks ago. Complains of 
epigastric pain two to three hours after food, which 
also wakes him up in the middle of the night. The 
pain is dull and radiates downwards and through 
to the back. Relieved by hot water, food, and 
alkalies. The attack is usually ushered in by 
vomiting. No urobilin or bile-pigment in urine. 
No loss of flesh, cutaneous hyperaesthesia or painful 
pressure-spots. After test-meal, total acidity = 90, 
free HC 1 = 65. In this case the symptoms would 
suggest hyperchlorhydriadue to the reflex irritation 
of gall-stones, but the presence of the pancreatic 
reaction combined with absence of bile-pigment 
and urobilin will turn the scale in favour of 
duodenal ulcer. 

Case 24.—Mrs. I—, April 30th, 1909. In¬ 
digestion one year. Almost constant pain to the 
right of the middle line in the epigastrium, very 


much worse some time after meals and at night. 
No rigidity of recti. Some deep tenderness and 
thickening. Occult blood. 

Case 25.—Col. S —, May 12th, 1909. Dyspepsia 
in 1894 and 1898. Present attack commenced in 
March, 1909. Pain and fulness three to four 
hours after meals and at night Usually wakes at 
4 a.m. with epigastric pain “ like a ball.” As night 
advances there is gurgling and retching. Con¬ 
stipation, pyrosis, nausea and headache. No 
tender spot, no skin hyperaesthesia. Occult blood 
occasionally. 

Case 10, Mrs. F—, was sent to me as one of 
nervous indigestion, the family physician having 
based his diagnosis mainly upon the presence of 
the gastroptosis and the floating kidney. The 
diagnosis of duodenal ulcer was, I venture to 
think, confirmed by the recovery of the patient 
under treatment with normal horse-serum and an 
appropriate diet. 

January 10 th y 1910. 


Mercurial Test in Sero-diagnosis of Syph¬ 
ilis. —Donath reports a positive sero-diagnosis in 
85*3 per cent, of twenty-seven cases of pure aortic 
insufficiency, mesaortitis, or aneurysm. Among 
the twenty-seven cases were three in which there 
was a history of articular rheumatism, but the 
features of the joint affection showed that it must 
have been of syphilitic nature rather than true 
rheumatic polyarthritis. The gummatous form of 
syphilitic synovitis and osteitis may be accompanied 
with disturbances suggesting rheumatism. The 
aortic affection in these cases had previously been 
regarded as the consequence of infectious articular 
rheumatism, and in four other cases abuse of 
tobacco, and in two abuse of alcohol suggested the 
toxic form of mesaortitis until the sero-diagnosis 
gave the clue. In many patients suspected of 
syphilis but giving a negative reaction, it is possible 
to transform the negative into a positive response 
by a tentative brief course of mercury. He calls 
this the “ provocatory mercurial treatment.” After 
inunction of 12 grm. of grey ointment during the 
week the Wassermann reaction became positive. 
This is similar to what is observed in chronic 
ipalaria when small doses of quinine may induce an 
acute phase of the disease.— Joarn. A . M. A ., vol. 
liii, No. 25. 
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ON KISSING.* 

By E. VON OFENHEIM, M.D., Phil.D. 


The idea of choosing this subject for a paper 
originated from a little paragraph in one of the 
daily papers which appeared last summer stating 
that in some of the States of America kissing, at 
least publicly, was prohibited in view of its hygienic 
dangers. The question arises whether an attempt 
to prevent kissing is advisable, and whether the 
danger of infection is the only point worth con¬ 
sideration. This question splits up into two 
further questions which I should like to formulate 
like this : 

(1) Are the dangers of transmission of disease 
through kissing great enough to justify a law 
against this habit ? 

(2) Has the custom of kissing any importance 
or value in the household of Nature, which would 
counter-balance or perhaps overbalance the dangers 
connected with it ? 

A good deal has been written on the first 
question, statistics have been filled with it, and 
not long ago an American bacteriologist worked 
out the number of bacteria which are to be found 
on human lips. It is apparently an everyday 
experience that diseases are transmitted by kissing, 
although it would probably be very difficult to 
actually prove it, that this was the way of infection. 
The knowledge of transmission of disease by 
kissing is a very old one, and was already known j 
to the Romans, as we find that Martial (XI. 98), 
says: “You cannot escape in Rome the kissing 
people; nothing stops them, not an ulcer on the 
lip or a nose bedewed with catarrh.” 

It is not the object of this paper to deal with 
the first-mentioned question, which should be left 
to more experienced and learned men, but to draw 
attention to the second one, on which there exists 
practically no literature at all. Prof. Alfred 
Kirchhoff was one of those who ventured to 
approach the matter with an open mind from a 
scientific and philosophical point of view, but 
unfortunately his lectures on the subject have 
never appeared in print. 

* Delivered before St. Mary’s Medical Society. 


Has kissing really no importance at all from 
j the scientific point of view ? Has it no meaning, 

1 no value, which would be destroyed if we could do 
away with it ? To decide this question it will be 
necessary first of all to attempt to find out what 
kissing means. It is no doubt a very old custom, 
as old as the history of mankind, or probably 
much older than that. Herodotus (I. 134) reports 
that already the Babylonians saluted each other 
by kissing. In the Bible kissing is repeatedly 
mentioned, and in the old Indian poetry we 
frequently find it referred to. 

The distribution of this custom is almost uni¬ 
versal, although it is not done in the same way in 
all parts of the world. It is scarcely necessary to 
give a description of the way it is done in Europe 
j and in many other parts of the world, the way by 
| which the lips are brought into contact with the 
lips, the skin or the hair of another individual, 
and by a sucking movement air is drawn in. 
This is what is called the “ lip kiss.” But there is 
another way of kissing which is done by a large 
portion of mankind, which is appropriately called 
| the “ nose kiss ”; it is performed by rubbing of 
the noses against each other. It is well known 
that this custom exists amongst the Maoris, the 
Chinese, and other nations, and a few years ago it 
was found by Amundsen (North-West Passage), 
also amongst the Ogluli Esquimaux, which, as far 
as could be traced, have never come into contact 
yet with any other race. Now, is it not remark¬ 
able to find the same custom existing, practically 
in the same way, in nations which are so far from 
each other as the Maoris and Esquimaux ? Does 
it not lead to the idea that the habit of kissing, 
respectively nose-rubbing which takes its place 
in some races, must have some common origin 
and some universal importance? Is it not a 
striking feature that the act of kissing is per¬ 
formed with the mouth, respectively the nose— 
two organs which are the seat of the so-called 
I “chemical senses” of taste and smell, senses 
! which are anatomically as well as physiologically 
closely related ? Should kissing have anything to 
do with these senses ? Scarcely with taste (at 
least in mankind), except in its metaphorical 
meaning ; with smell perhaps, allhough at first 
| sight this idea may seem a repulsive and unpoetical 
one. But if one intends to investigate a question 
scientifically one should not indulge in aesthetical 
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platitudes, but search for truth, irrespective of I 
personal feelings and free of all prejudice. 

To approach the question of smell in connection 
with the subject of this paper, it will be advisable j 
to see whether any analogy can be found in the 
animal world. Almost everybody has had oppor- 1 
tunity to watch dogs and horses in their manifesta- ! 
tions of love and friendship, habits which can be j 
observed almost in all kinds of domesticated 
animals. One might object : these may only be ! 
manifestations of degeneration, as, no doubt, | 
domesticated animals are, from the point of view | 
of nature, all more or less degenerate—nearly as 
degenerate as mankind. But also amongst those | 
animals which have not been deprived of their j 
freedom, which are living under circumstances and j 
in the way in which Nature itself has put them, we 
find similar habits. Even if we go down to the 
lower vertebrates we find that the mouth and the 
organ of smell, which is closely connected with it, 
play an important role in their sexual life It is a 
well-known fact that the River lamprey catches j 
hold of his female by its mouth; that in various 
kinds of wild fowl and poultry birds the male bird 
is making love by biting, respectively pecking at j 
the female with its bill. Should all that not be an 
analogy to our kissing? Indeed, already the 
Greeks have considered it to be identical, as they ! 
used the same word for the human 

kissing as well as for the billing of doves. I 

The sense of smell which seems to play such an 1 
important role differs considerably from all other 
senses in that way, that its perceptions are incom- I 
mensurable. The waves of light can be measured ; ! 
it is known that different colours have different j 
lengths and different frequency of waves. The 
waves of air which are transmitting to our ears the I 
sounds arc well known in their size and shape, and , 
can even be made visible by certain physical j 
experiments. The sense of touch can be fully 1 
described by the kind and strength of the impulse 
producing the sensation, and even the sense of ; 
taste, which is the most closely related one to the 
one of smell, has, so to say, its nomenclature by 
which perceptions of this sense can be described. ! 
They are classified as sweet, acid, bitter, saline ; but ! 
there is nothing of the kind with the sense of 
smell. Smells can only be described by com¬ 
parison ; one says that something smells like I 
violets, or like roses, or like onions, but no other 


description of a scent can be given. If it is 
spoken of as a “ nice scent,” a “ refreshing smell,” or 
a “ horrible stench,” these names are only the 
expression of the sensation which is produced in 
us, and not a description of the perception itself. 
Nevertheless, the sense of smell plays a very 
important role in our everyday life, a role which 
could best be defined as that of an indicator of 
attraction arid repulsion . If at a restaurant one is 
served with a semi-decomposed piece of meat, it 
will first of all be the nose which gives a warning 
that there are some ptomaine poisons lurking 
underneath the appetising appearance of that 
steak. On the other hand, the smell of a favourite 
dish may act as an attraction to enter a dining 
place which otherwise might have been passed 
inattentively. But apart from these culinarian 
features, it seems that the sense of smell plays a 
more important part still in the sexual life, respec¬ 
tively in the very eminent and badly discarded law 
of sexual selection. 

The great scientist Zell has put forward his 
theory of the sexual odour, by which he means 
that male and female have special definite scents, 
which produce an attraction on individuals of the 
opposite sex, irrespective of the individual, irre¬ 
spective of the species. He brings instances 
by which he proves that male and female 
animals of different species are sympathising with 
each other, although of course there cannot be any 
question of sexual impulse between them. He 
brings instances of female animals getting more 
attached to men and male animals to women. 
There are some strong proofs in favour of his 
theory, but doubtless stronger must be the attrac¬ 
tion produced by scents of one sex on the other in 
the same species. 

The French naturalist Fabre has in recent years 
made interesting experiments on this subject. He 
used for his experiment moths and butterflies. He 
bred a female of the Emperor moth (Saturnia 
pyri ), and kept it in a room with an open window. 
Although there were no individuals of this species 
found in the surroundings of the house where he 
lived, to his amazement he found one night the 
room cram full of male moths of this species, all 
flocking together over the wire cover under which 
the one female was sitting. How did these male 
moths, which must have travelled a long way, get 
knowledge of the presence of that one female in 
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that room ? Surely they could not have seen her, nor 
could they have heard any sound produced from that j 
female, even if one should assume that these sounds 
are so slight that they cannot be perceived by 
human ears. If one does not want to believe that 
these Lepidoptera possess means of wireless tele¬ 
graphy, one must come to the conclusion that it | 
is by the sense of smell that these males have been ' 
informed of the presence of the female ; that it was I 
the sense of smell which attracted ihem to that spot. | 
Further confirmation of this hypothesis was gained 
by the fact that when the female moth was | 
put into an air-tight box no male moths were 
attracted ; there was no possibility of the scent 
being transmitted into the outer world ; they did 
not get any knowledge of the presence of their 
beloved bride. More confirmation still was gained 
when the same female moth was allowed to sit on 
some material which was placed on the table and 
was left there after the moth was removed from it 
and placed under a glass cover a little way from its 
previous seat. When the male moths came in that 
night, they all gathered around the place where the 
female had been sitting hours ago. Whether this 
material consisted of flannel, metal, paper or a twig, 
or other substances which could be used for this 
experiment, it made no difference. They did not 
take any notice of the female which was clearly 
visible under the glass cover and which of course 
was the object of their courting, but remained on 
the spot on which that precious odour must have 
been left. | 

This experiment was repeated by Fabre with 
another moth, the oak eggar moth (Bombyx j 
quercus ), with exactly the same results. There was ! 
well understood no smell perceptible for human j 
noses. There was not a trace to be found, neither | 
microscopically nor chemically, on the material 
which must so intensively have taken up this 
bewitching emanation. Fabre comes to the con- | 
elusion that there must be in the sense of smell 
another way of transmission of sensual impressions 
than the one which is taught in the text-books of 
physiology and biology, in which it is said that 
only such substances can be perceived by the 
olfactory nerve-endings, which are volatile; that 
means to say, which are sending off particles into 
the air, as it seems incredible to him that countless 
particles should have filled the air-space around 
his house and for several miles to bring the know¬ 


ledge of the presence of that female to so many 
males in spite of air-currents, trees and other 
obstacles. Futhermore, he was confirmed in his 
idea that this way of transmission of smell could 
not be the only one, as he tried to overcome any 
emanation which may have come from that female 
moth by surrounding the moth with napthaline, 
smoke and various other strongly smelling sub¬ 
stances, which filled the room in which that female 
moth was almost to choking point, and in spite of 
all that the males outside received their usual 
message. He therefore comes to the conclusion 
that there must also exist a transmission of odours 
by waves similar to optical impressions. As a 
matter of fact he did not remain alone with his 
theory. Vaschide and Van Melle, two French 
scientists, have come to the same conclusion by 
| other experiments, as they found that there are 
substances producing a strong odour in spite of the 
fact that they do not lose in weight. On the 
other hand, there are substances which, although 
evaporating, cannot be perceived by the olfactory 
nerve. They have put the result of their researches 
and their hypothesis of radiating scents before the 
French Academy of Science some two or three 
years ago. However, it must be left to future 
researches to decide whether this theory is right or 
wrong. That there is something in the sense of 
smell which up to now is beyond human know¬ 
ledge there can be but very little doubt. A few 
facts about the scents of flowers will illustrate this 
thesis. 

The scent of flowers is, in the majority of cases, 
due to volatile or ethereal oils, chiefly belonging to 
the groups of the terpenes and camphenes. They 
consist of limones, cumols, thymols, etc. The 
chemistry of a good many of these substances is well 
known, and many of them can be produced artifi¬ 
cially by synthesis. For instance, Tiemann has 
produced out of citral, which is the main consti¬ 
tuent of the lemon grass oil, the jonone. This 
jonone is chemically absolutely the same as the 
special kind of terpene which can be extracted 
from violets, but although its chemical constituents 
are absolutely the same I am sure that anyone 
without any knowledge of chemistry would, simply 
by his nose, be able to tell which is the real 
extract and which is the artificially-made sub¬ 
stance. Where is the difference ? The vanilline^ to 
which the sweet scent of vanilla is due, can be 
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produced from oil of cloves, but the artificial 
substance could never be mistaken for the chemi¬ 
cally identical vanilline which has been gained 
from the vanilla itself. The little flower of the 
woodruff has a very sweet and fine perfume, which 
is due to a chemical substance belonging to the 
group of the cumols, called cumarine. This flower 
is used a good deal abroad to flavour wine cups. 
But neither nose nor palate could be deceived if 
it were substituted by the chemical product. 

Although the chemistry of the scents in the 
vegetable world is an entirely different one from 
that of the smelling substances in the animal 
world, there can be no doubt that here, as well as 
there, the scents act as attraction and repulsion. 
The sweet scent of flowers attracts the insects, 
which have to perform the act of fertilisation in 
the vegetable world, or it serves to repulse 
enemies. There are even some in which both 
operations are fulfilled by the smell, for instance, 
in the mandrake or dragon’s wort, the stapeliasand 
others, which have a strong, to our noses dis¬ 
agreeable, smell of decomposed meat. By this 
smell they keep their enemies at bay, amongst 
which there would also be human beings, who 
would pick these flowers, some of which are most 
beautiful, if it were not for their awful stench. On 
the other hand, that scent attracts insects, beetles 
of the species of the Damastida and Sciprince, 
the visit of which these plants require for their 
welfare and propagation. 

Attraction and repulsion is also the aim of most 
scents in animals. Besides the two species of 
moth before mentioned, which have no perceptible 
smell to human noses, there are others which own 
distinctly smelling substances. On their wings or 
on the edge of the wings they carry small recep¬ 
tacles surrounded by hair and scales, which con¬ 
tain substances, in some instances smelling of 
musk, in other cases of vanilla, etc. The Cara - 
bidce and other kinds of beetles have a strong 
weapon in a liquid which they squirt out, and 
which, by the disagreeable sensation which it pro¬ 
duces on our noses, protects them from being 
caught. The saliva of the lamas has a very strong 
nauseating smell, which, it is said, makes an 
approaching enemy, at which they spit, faint, and 
in this way protects them. On the other hand, it 
has been proved that the musk, which is produced 
in a special secretory gland in the musk deer, and 
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which is found, with slight variations, also in other 
animals belonging to quite different classes, has 
the purpose of sexual attraction. The beaver cod 
or castoreum, which is a secretion of the prepuce 
of this animal, no doubt unites in its action both 
purposes of sexual attraction and defence against 
enemies, as it makes the flesh of the beaver, by its 
smell, an undesirable dish for his carnivorous foes. 
Almost an unlimited number of facts could be 
quoted from the animal and vegetable world in 
support of the theory of attraction and repulsion, 
but it would scarcely be within the limits of this 
paper. It was necessary to select a few instances 
so as to give at least a superficial idea of the 
important role smell plays in nature before apply¬ 
ing the conclusions obtained to the species homo 
sapiens. 

There are also certain emanations given off by 
the human body, the majority of which come 
from the skin, respectively from the glands of the 
skin. Although it was shown that, where odours 
and smelling substances come into question, their 
chemical constitution does not always account for 
the physiological impression they produce, it may 
be of some help to recapitulate briefly the principal 
chemical constituents of the secretions of skin. 
Two distinctly different glands have to be dealt 
with—the sebaceous glands and the sudoriferous 
glands. These glands belong to two entirely 
different groups. 

The sebaceous glands are active ones—that 
means to say, they are secreting substances which 
are produced by the disintegration of cells of their 
lining epithelium, and they are closely related in 
their structure to the musk gland mentioned 
before. The sudoriferous glands are filtration 
glands ; that means that they excrete substances 
which have been produced in other parts of the 
body. In this action, as in their structure, they 
resemble the kidneys. The sebaceous glands 
contain neutral fats, water, gall-fats, salts, casein, 
albuminous substances, fatty acids, sometimes 
also cholesterin (especially in the vernix caseosa). 
The sweat glands excrete on the average 988*2 per 
1000 of water, and n*8 per 1000 of solid sub¬ 
stances. These solid substances again consist of 
neutral fats, cholesterin, fatty acids ; under certain 
pathological conditions, a trace of albumen or 
dextrine. (The perspiration of the horse, accord¬ 
ing to Smith, always contains albumen.) One also 
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finds kreatinine, aromatic oxy acids, sulphuric 
ether acids of the phenol and skatoxyl, but not 
of the indoxyl group. The knowledge of the 
chemistry of the secretions of the skin is a very 
poor one yet. Even the question whether the 
excretion of the sweat glands is acid or alkali has 
not been definitely solved. In most text-books it 
is stated that the sweat is, under normal conditions, 
acid, but according to other authors, as Luch- 
singer, Heuss, Morriggia, the perspiration is origin¬ 
ally alkaline, and is only turned acid in consequence 
of the fatty acids which are mixed into it from the 
sebaceous glands. It has not been settled yet 
whether the sudoriferous glands produce any fatty 
acids at all, or whether these are a product of the 
sebaceous glands only. These fatty acids are the 
interesting group for the question in point, as they 
form practically the only smelling components of 
the secretions of the human skin. There is quite 
a number of them in the perspiration, from butyric 
acid down to the caprilic and capronic acids. 

The distribution of the sebaceous and the sud¬ 
oriferous glands over the body is a very different 
one. Whilst sebaceous glands are always connected 
with hair, the sweat glands are most numerous over 
the areas free of hair. According to the physiology 
text-books, the purpose of the sebaceous glands is 
to lubricate the skin, to cover it with a kind of 
protective varnish, and to provide the hair with 
grease. In this aspect the hair would be the im¬ 
portant part and the gland an auxiliary structure. 
Could it not be possible that it is just the reverse, 
that it is the gland and its contents to which the 
hair plays the role of a willing servant by taking up 
and distributing the secretions of the gland over a 
larger area, and in this way providing a larger evapo¬ 
rating surface for its volatile components? It is 
only fair that in return for these services the gland 
should pay the hair back with the necessary fat. 
Throughout Nature we see all odoriferous glands 
and organs closely connected with hair, feathers, or 
scales, evidently for a similar purpose. Another 
fact which might be mentioned in favour of these 
views is, that the sebaceous glands develop in two 
crops. The one appears about the fourth month 
of foetal life, at the time at which the differentiation 
of the genital organs takes place, the second one at 
the age of puberty, when the genital system is nearly 
or fully developed. Does it not seem as if there 
were some relations between these glands and the 


sexual organs ? It would be beyond the limits of 
this paper to go further into this matter, but it 
surely is a question well worth considering. 

As already shown in animals and plants, the 
sense of smell is much more accurate than any 
chemical formula. For instance, if there are ten 
people who have absolutely the same chemical con¬ 
stituents of their perspiration, and if every one of 
these ten possesses a dog, each dog will find and 
recognise his own master, even blindfolded ! There 
is something more in smell than a chemical process. 

It was shown how closely connected the sense 
of smell is in animals and plants with their sexual 
life. Should that really also be so in human beings ? 
It does not seem that there can be any doubt about 
it, although the perception of the smell of a human 
being is, as a rule, not brought home to our con¬ 
scious mind if it is not a quite uncommonly repul¬ 
sive one. It has been felt, instinctively felt, that 
sympathy and antipathy are, to a great extent, 
based on olfactory perceptions. The poets of all 
nations and at all times have compared women with 
flowers, and surely it could not have been the 
appearance of flowers only which has led them to 
that comparison? The instances in which poets 
have compared their beloved with odourless plants 
must be exceedingly rare, if there are any at all, 
although there are most beautiful flowers amongst 
them ; but frequently they are found to call them 
roses, violets, lilies, and so on. Although the 
dicta of poets cannot be considered as scientific 
arguments, it shows that there is an unconscious 
feeling in them which compares the attraction of 
the woman of their taste to those flowers which 
they like best by their scent. Mohammed promises 
in the ‘ Koran ’ to his true believers that they will 
find in Paradise black-eyed houris to wait upon them, 
which are not made of flesh and bone but of pure 
musk. 

Not only poets and idealists have noticed the 
human scent. A man of science, Prof. G. Jaeger, 
who is better known by his “all wool” system 
than by his scientific work, has dealt with this 
subject, and has attributed the feelings of sympathy 
and antipathy between human beings in general, 
irrespective of their sex, to certain volatile extracts, 
which he declared to have found in the hair. 
Unfortunately his problem was not followed up in 
a scientific way. That sympathy and antipathy 
are to a great extent based on the impressions on 



The Clinical Journal. ] 


DR. E. VON OFENHEIM. 


[ Jan. 12, 1910. 227 , 


the olfactory system, quite apart from the sexual 
instinct, no one will deny who has ever seen the 
heart-rending picture of a mother who has lost her 
child, burying her face in the last garments her 
beloved had worn. King Athaualpa, the last Inka of 
Peru, was murdered in the name of Christianity by 
the Spaniards under Pizzarro, and asked as a last 
grace from his tormentors to be allowed to smell 
once more the garments his sweetheart had worn, 
who had been executed before him. 

This last request of a dying king leads to another 
subject, which is likely to confirm the importance 
of the sense of smell in its influence on the sexual 
instincts. It is the so-called fetichism. Binot 
and Krafft-Ebing have described fetichism as the 
magic effect which is produced by certain objects 
on the sexual impulse of certain people by the vivid 
imagination of closely associated ideas. Amongst 
these objects the above-named authors enumerate 
odours, garments, hair, etc. Is it not more than 
probable that the action of, at least, some of these 
fetishes, if not of all, may be caused by their 
smell ? Garments, of course, take up the individual 
odour, and more so hair, hence those hair thieves 
of which one reads from time to time in the papers, 
who are looked upon as cranks or lunatics, and 
who in fact are nothing else but victims of their 
overstrung and unsatisfied sexual instincts. 

An instance of fetichism which is very charac¬ 
teristic is already reported by Suetonius, who says 
that Vitellius used to carry Messalina’s slipper 
near to his heart, “ lavishing kisses on it.” A 
similar case occurred not long ago in which the 
young wife of an officer who had died suddenly, 
for some time went out of her mind and used to 
carry about with her one of his boots, kissing it at 
intervals. 

So it appears that kissing is nothing else but 
smelling, that smelling is throughout nature closely 
connected with sexual life, and that odours and 
scents have a very strong and important influence 
on the sexual instincts. Now it is also clear why 
perfumes have been invented, although in all pro¬ 
bability very few, if any, of those who produce or 
use perfumes are conscious of their purpose and 
effect. At the extravagant and elegant Court of 
King Louis v XV of France the greatest luxury in 
perfumes existed, and each of those effeminated 
Chevaliers used the scent which his lady-love liked 
best. Did they really know why they did it ? 


Socrates probably knew what he was about when 
| he disapproved of the custom that master and 
I servant should use the same perfume. They 
I should not, in his idea, have the same kind of 
attraction. 

There is not only, as Zell believed, a sexual 
scent attached to each of , the sexes throughout 
nature, there is not only a special odour which 
produces sexual attraction in each species, as it 
1 was seen by the fact that only the one sex of the 
| same species is attracted in the sexual sense by the 
other sex of the same kind, but there must be a 
particular odour specific for each individual, and 
this individual odour is an indicator, is one and 
perhaps the most important of all guides in sexual 
selection, which unfortunately is so badly neglected 
in mankind. Not only as attraction this individual 
odour acts, not only as an impulse on our sexual 
instincts, but it is also one of the danger-boards 
which Nature has erected and which mankind has 
unlearned to read, as it used to do instinctively 
before civilisation had defaced the signs on it, 
before our senses have been deteriorated by non¬ 
use and abuse. There cannot be any doubt that a 
good many conditions and diseases manifest them¬ 
selves in the individual emanation, and that the 
smell of it should be a warning to us. Surely 
f anybody who has not lost his sense of smell com¬ 
pletely would notice the peculiar and disagreeable 
odour emanating from a phthisical person, or from 
a patient suffering from typhoid fever ? Both these 
scents are typical and absolutely different one from 
the other. An old country practitioner once 
declared that he made his diagnosis of malignant 
disease ahvays by his nose, and that he does not 
remember an instance in which he had been mis¬ 
taken. 

Patients suffering from furunculosis have a 
peculiar smell about them which one might believe 
is due to the pus or destroyed tissue. Lately, a 
number of observations on patients who had been 
suffering from various staphyloccic affections proved 
that a long time after all actual lesions had healed 
up this peculiar odour remained. It would be 
well worth while to make researches in this direc¬ 
tion, as it seems that the scent or odour of a 
person is closely connected with, and to its greatest 
extent dependent on, the condition of that person's 
blood and health. As far as could be ascertained, 
very few if any observations have been made 
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on the connections between individual scent and 
the presence of disease, especially hereditary 
disease. This appears to be an unploughed field 
which promises good and important results. The 
disgust which is produced by certain scents is the 
danger-board which should be a warning and 
should extinguish all sexual desire in those cases, 
in which some peculiar disagreeable scent is about 
the person. Whether this smell is due to an 
emanation of the skin only, or whether it derives 
from a foetor ex ore , from an ozsena or an otitis, 
etc., in the majority of cases it points to a more or 
less serious condition, and makes that individual j 
appear as a not desirable one for propagation. 

A good many of these disagreeable and for¬ 
bidding scents can only be detected at a very 
short distance. Is it not suddenly striking that 
there may be more meaning in kissing, that Nature 
may have put more sense into an apparently un¬ 
important and frivolous custom than short-sighted 
law-makers may think ? The attempts to prohibit 
kissing by law will, no doubt, be futile, not because 
of the so-called wickedness of the world, but 
because it helps a law of Nature, because it should 
be a guidance and should help to prevent degene¬ 
ration of the race. A good many other things are 
at work to depravate mankind. Should it be 
deprived of one of the very few means which are 
left to the subconscious instinct for sexual selection, 
even if it has already lost a good part of its value ? 
Is it more important to avoid the possibility of 
infection, a possibility to which everyone is exposed, 
always and everywhere, with or without kissing, or 
is it more important to increase the resistance of 
our race, the resistive power of our children against 
organisms, wherever and however they may be 
contracted, by a sound and careful sexual selection, 
in which we should not be guided by any other 
considerations than by our subconscious instinct, 
which will follow the influence of personal attrac¬ 
tion ? 

Are we justified in trying to abolish the custom 
of kissing on account of hygienic considerations ? 

January loth , 1910. 


Importance of Sterilising Infants’ Clothing. 

—Weill has found that the steam laundry cannot 
be relied on to render infants’ diapers and other 
clothing absolutely sterile. They are liable to 


acquire germs even on their passage from the 
laundry to the infant. From a nurse’s apron, fresh 
from a steam laundry in the building, streptococci, 
staphylococci, diplococci, and other germs were 
cultivated, as also diplococci and bacilli from an 
infant’s cap, laundered and kept two days in the 
ward linen closet. Weill now insists on having the 
infants’ clothing sterilised by steam under pressure 
for twenty minutes, the clothing sorted out into 
sets after laundering, placed in bags and sterilised 
and kept in the bags until used. One bag contains 
the inner garments, another the slips and caps; a 
| third a complete outfit for one infant, and a fourth 
the gauze sponges used in washing the child. 
These bags are sterilised and not opened till 
needed. The bag with the complete outfit is hung 
on the bedstead, to be used in a hurry at need ; 
the other bags are kept in the linen closet. The 
nurses are trained never to let their hands come in 
contact with the part of the linen that comes next 
the infant’s skin. The infant is washed with the 
gauze sponges taken from the bag, dipped in boiled 
water, and a little sterilised olive oil poured on 
them. The nurse’s hands are scrubbed and dipped 
in bichloride solution before she takes anything 
out of the bag ; she then closes the bag or metal 
box again at once. The diapers are changed as 
soon as they are wet. When a bed is vacated the 
mattress is disinfected and the iron singed with 
alcohol. When steam disinfection is not practic¬ 
able, he has the linen moistened well and ironed 
till dry. On introducing these strict measures the 
mortality in his service dropped from 4187 per 
cent, in 1901 to 267 per cent, in 1903 and it has 
been declining since, while the number of cases of 
acquired cutaneous affections has dropped almost 
to zero. The infants are all in the same ward, but 
he tries to keep those with skin diseases at one end 
of the ward, with separate nurses, and all the nurses 
are trained to wash their hands with a bichloride 
solution before feeding or changing the diaper of 
an infant. Each child has its own rubber blanket* 
washed in bichloride solution each morning; this 
is spread over a pillow and the infant is placed on 
it for the physician’s inspection. But these pre¬ 
cautions failed to ward off infection until the linen 
was systematically sterilised, when all trouble from 
this source ceased at once. In promoting the 
healing of cutaneous lesions the sterilised linen has 
had a good effect.—; Journ. A . M. A ., vol. liii* 
No. 25. 
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intestinal stasis.* 

By W. ARBUTHNOT LANE, M.S., 

Surgeon to Guy’s Hospital, and to the Hospital for Sick 
Children, Great Ormond Street. 


Gentlemen,— Several years have elapsed since I 
had the honour of addressing you on intestinal 
stasis and its treatment. 

At that time I had but a faint glimmer of the 
extent of the subject and only a vague idea of its 
far-reaching importance. Still, during the interval 
which has elapsed the information that I have 
obtained, partly by operation and pattly by obser¬ 
vation, has all served to confirm the views I placed 
before you, but which, I fear, did not then meet 
with your approval. 

At that time, though I was convinced as to the 
accuracy of my observations, I could not but feel 
that the best of the profession in England con¬ 
sidered the operative procedures I adopted as 
heroic or even unjustifiable, while the vast majority 
of surgeons were inclined to regard the whole thing 
as the fabric of a disordered imagination. That, 
however, is the attitude which the surgeon habitu¬ 
ally takes up towards anything new. He takes no 
trouble to see the condition, but first assumes that 
it is obviously absurd, and when it has become 
generally accepted considers that you have no claim 
whatever to its origination. However, that is by 
the way. 

I propose devoting the few moments you have 
placed at my disposal to telling you the results of 
the several operations which I have performed for 
these patients, and as my experience of ileo- 
sigmoidostomy or ileo-proctostomy and of removal 
of the large bowel now extends over six years I 
have plenty of material to draw from. 

As to the immediate results of the operation, I 
had at first what appeared to me to be a consider- 

* Delivered before the Norwood Branch of the British 
Medical Association. 
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able mortality. You will readily understand that 
when you start a new procedure which you re¬ 
cognise must be fraught with much danger to the 
patient you feel that it should only be undertaken 
as a last resource. Consequently the poor bed¬ 
ridden creatures who were the first to submit to 
this operation were hardly the material which would 
be chosen by a surgeon desiring to publish statistics. 
They were so enfeebled by chronic auto-intoxica¬ 
tion that they were very ill-fitted to stand the strain 
of any big operation, and perhaps least of all such 
a one as I undertook. I found that the mortality, 
which was very much less than I expected in the 
circumstances, arose from two causes. One was 
suppuration of the abdominal incision, which no 
aseptic precautions, however completely applied, 
were occasionally able to avoid. This was apparently 
due to the presence of organisms in the blood 
which infected the wound in the abdominal wall. 
This infection either spread to the peritoneal cavity, 
producing a general septic peritonitis, or it allowed 
of the prolapse of intestine, which occasionally per¬ 
forated. The other cause of death was incessant 
vomiting which continued for days. The strain 
exerted in the process of vomiting also tended very 
materially to produce an extravasation of blood in 
the wound in the abdominal wall. This, in the 
presence of constant movement, formed a very 
favourable nidus for the growth of organisms. The 
vomiting was clearly due to the shock the patient 
sustained during a prolonged and serious abdo¬ 
minal operation. 

The last difficulty, namely, the vomiting due to 
shock, I have practically eliminated by introducing 
into the subcutaneous tissue of the patient about 
five pints of normal saline solution before the 
operation is commenced. The experiments on 
shock made by Crile show that if you raise the 
blood-pressure you reduce the shock proportionally. 
I presume that is the explanation of the extra¬ 
ordinary benefit I obtained from the injection of 
large quantities of salt and water. I have employed 
it largely in other big operations with the same 
measure of success. 

The first complication, namely sepsis of the 
wound in the abdominal wall, I have found much 
more difficult to deal with. As I said before, it is 
not due to any lack of aseptic precautions but 
varies directly with the degree of toxicity of the 
patient. If a patient is operated on when she is 


not very severely ill you know that you will have 
no infection of your wound as a matter of course, 
but if, on the other hand, the debility and auto-in¬ 
toxication are very marked, you watch the wound 
with the greatest anxiety. Unfortunately, probably 
owing to the very poor resisting power of these 
patients the skin shows no sign whatever of the 
trouble going on beneath it, and in most cases the 
temperature remains perfectly normal. The first 
evidence you may obtain of its presence is the 
sudden development of a general suppurative peri¬ 
tonitis in about seven to fourteen days after the 
operation. 

I went for help to Sir Almroth Wright, who has 
for a long time taken a very great interest in in¬ 
testinal stasis and who has always generously placed 
his laboratory at the disposal of Professor Metchni- 
koflPs assistants, who have spent much time over 
here in studying the flora of the faeces of the 
patients whose large bowel I removed and who will 
publish their results shortly. They are full of 
interest and of importance not only from an operative 
standpoint but also from the point of view of the 
medical treatment of intestinal stasis. Wright and 
Douglas suggested that we should examine the 
urine for organisms which frequently infect the 
genito-urinary tract in these cases. They argued 
that when an organism is present in the urine it is 
in all probability the one that exists in the blood 
and that will infect the wound. Unfortunately in 
a fair proportion of cases the urine was sterile so 
that we were deprived of this means of meeting the 
difficulty. It appears impossible at present to 
determine the particular organism which is liable 
to infect the wound from an examination of the 
faeces. What we have done with success in very 
advanced cases of auto-intoxication is to put in 
small drains between the edges of the skin and to 
cultivate any discharge as soon as it appears. In 
this we have had constant help and assistance from 
Dr. Eyre, and by his aid we are able to meet this 
trouble effectually as it arises. I hope that sooner 
or later we will be able to protect the patient by in¬ 
jection before the operation is undertaken. 

By these several means we have at last been able 
to reduce the mortality of this operation to a very 
low figure, and we have now no anxiety as to the 
result except in the most feeble or in those whose 
auto-intoxication has been much exaggerated by 
acute intestinal obstruction. 
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The method we have adopted for determining j 
the form of operative procedure is very simple. 
When auto intoxication is unaccompanied by pain 
the division of the small bowel within a few inches 
of the caecum and its junction to the end of the 
sigmoid or to the top of the rectum is usually j 
sufficient to relieve the patient more or less com¬ 
pletely of symptoms. Believing as I do that 
tubercle usually arises in patients whose resisting 
power to organisms is reduced by the presence of | 
auto-intoxication due to intestinal stasis, I have 
performed this operation in cases of tubercular 
joint disease in which it was clear that the patient 
would otherwise go down-hill. Too short an 
interval and too few cases have been operated on 
in this manner to enable me to speak dogmatically 
on the subject, but up to the present the success 
which I believe I have obtained is such that I am 
continuing to do the operation in a very hopeful 
spirit. Certainly in the cases operated on most 
definite unmistakable evidences of intestinal stasis 
of an advanced character were present in the ab¬ 
domen and were readily demonstrable to a large 
number of observers. Should this treatment afford 
the benefit it seems to do it opens up an enormous I 
field for surgery where at present we are too often j 
almost perfectly helpless. 

When auto-intoxication is accompanied by pain, j 
though the division of the ileum relieves the 
patient of the auto-intoxication and of its effects 
more or less effectually, it usually exerts no 
influence or only a fleeting one upon the pain, 
which is the symptom that generally brings the 
patient to the surgeon. Therefore when this 
combination of auto-intoxication and pain co-exist, 
which they usually do, the only effectual method 
of dealing with them is to remove the large bowel. | 

Here I would urge on you the importance of 
not postponing the operation till the condition is 
very advanced or till symptoms of acute obstruction 
arise. 

You will find that the success' you will obtain 
will vary inversely with the severity of the sym¬ 
ptoms. This is chiefly due to the extreme thinning 
of the walls and to the dilatation of the lumen of 
the small intestine. If those changes are very 
marked and especially if the thinned and dilated 
intestine be inflamed, as it is when acute obstruc¬ 
tion exists, the patient will suffer very much in 
consequence, partly from the incapacity of the 
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altered small bowel to empty itself and partly from 
the formation of adhesions to adjacent loops and 
to the abdominal walls. 

As to the operation and the principles underlying 
it I had begun to feel hopeless of inducing surgeons 
to take it up. I am glad to say that I have been 
completely relieved of that anxiety since my visits 
to the United States, where I found men ready to 
consider the subject critically and at the same time 
by operating themselves to put my views to the 
test. I feel that I owe American surgery a deep 
j debt of gratitude, and I am very glad to acknow¬ 
ledge my obligation. Since my return from the 
States I have received the most encouraging 
I comfirmation from American surgeons and have 
| no fear whatever as to the ultimate result. 

January ijth, 1910. 


SOME CASES TO ILLUSTRATE 
MUTISM. 

A Clinical Lecture delivered at St. Bartholomew’s 
Hospital. 

By J. A. ORMEROD, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen,— I have put down on the notice- 
board as the subject of this lecture, “Some Cases 
to Illustrate Mutism.” I daresay you will wonder 
what I mean by that expression. “ Mutism ” in a 
perfectly general sense is only another word for 
dumbness. But it is a particular kind of dumbness 
of which I wish to speak Most dumb people are 
both deaf and dumb. Such deaf-mutes are born 
deaf, or they have lost their heaAng at a very early 
stage of their life^and they cannot speak because 
they cannot hear; for obviously if they cannot hear 
a voice they cannot imitate it, though they can be 
taught to speak in a sort of way by watching the 
movements of another person’s lips. So that they 
are mutes because they are deaf, and this condition 
is called deaf-mutism. It is generally congenital, 
and it may be hereditary. There is another con¬ 
genital condition which causes inability to speak, 
namely, a congenital defect of the brain. Children 
may be bom with a defective brain, so that the 
expression of thoughts in speech is too complicated 
a matter for them. Such dumbness is associated 
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with idiocy in greater or less degree. These patients 
are generally able to express their thoughts to a 
certain extent by noises and perhaps by a certain 
amount of speech, and they will be able to under¬ 
stand speech up to a certain point. They are like 
what we call the “ dumb animals.” But the dumb¬ 
ness of which I want to speak differs from both 
these kinds. In the first place, it is not con¬ 
genital, but it occurs in the course of disease. And 
secondly, it is not associated with deafness. The 
patients can hear and understand quite well, but 
they cannot speak. Their mental faculties appear 
to be quite normal. They can think and under¬ 
stand, they can express themselves by gesture and 
by writing, but they cannot utter a word. Such is 
the kind of mutism to which I wish to draw your 
attention. The expression of thoughts may take 
place by gesture or by writing or by speech, and 
perhaps in other ways. But the most important way 
is speech, and speech is a very complicated faculty. 
You can see that in many ways. Think how long 
it takes for a child to learn to speak; and secondly, 
think in how many ways disease may disturb 
speech, how it may affect, not merely the function 
of articulation, as in bulbar paralysis, disseminated 
sclerosis, general paralysis of the insane, etc., 
but also the power of expression, as in aphasia 
proper, and even the power of remembering and 
understanding words, as in the so-called “ amnesia 
verborum.” 

Let us consider for a moment, for the purpose 
of contrasting it with mutism, the condition 
commonly called aphasia, or more particularly 
motor aphasia. The essence of it is that the 
patient knows what it is he wants to say, and 
he knows when he has spoken wrongly, but he 
cannot produce tfte words he wants; sometimes 
he produces the wrong word, sometimes he can 
produce nothing but meaningless sounds, some¬ 
times inappropriate catch-phrases. He generally 
can produce something, but not the right thing. 
But the mute patient cannot utter a sound. 
Again, it is rare for the aphasic patient to be able 
to write easily and correctly, /. e . in addition to 
his aphasia, he generally has a certain degree of 
agraphia. But most mute patients write quite 
easily, indeed they often have their tablets ready, 
and if you ask them a question they will at once 
launch forth into a long performance of writing. 
These distinctions between aphasia and mutism, 


laid down by Charcot, hold good as a rule, and as 
general guides to diagnosis. But we must notice 
that Pierre Janet, in his book on ‘The Major 
Symptoms of Hysteria,’ says that hysterical mutism 
may approximate more closely to aphasia than has 
been hitherto thought, so that Charcot’s rules are 
not absolute, as, indeed, very few rules in medicine 
are. 

What may be the causes of this mutism ? They 
may be varied. Dr. Gee, in his interesting little 
book of medical aphorisms and lectures, speaks of 
congenital aphasia. I think he does not mean 
aphasia in the sense I have mentioned it, but con¬ 
genital dumbness apart from idiocy. I do not 
know whether Dr. Gee had any cases of his own, 
but the case which he quotes is the well-known 
one from the first book of Herodotus, of the son 
of Croesus, who was dumb. The words used at 
various parts of the narrative to describe his 
condition 8 if(f) 6 np/Ji€t'()s r?/i' ctk'oy **, d^urvoQ^ 

certainly suggest that he was a deaf-mute. But 
at any rate this boy, who had been dumb all his 
life, suddenly recovered speech under the influ¬ 
ence of a violent emotion. His father was going 
to be killed in battle, by a Persian warrior, when 
the son, who had never spoken before, cried out, 
“ Soldier, do not kill Croesus,” and was able to 
speak ever afterwards.* This sudden recovery 
raises the suspicion that the defect was not organic. 
But let us pass from ancient history to cases that 
we have seen. There has been a boy in Matthew 
Ward once or twice who apparently could utter no 
words at all, nevertheless by persuasion a few words 
could be got out of him. He was shown a shilling 
and was told that if he could say what it was he 
could have it. After much hesitation and mouth¬ 
ing he produced the word “ bob.” He also had 
fits which at one time I thought were hysterical, 
but careful observation showed that they were 
epileptic. Probably the epilepsy had something to 
do with his dumbness. He recovered his power 
of speech by persuasion and training, but gradually 
and imperfectly, unlike the cases I am coming to 
now. 

# It is worth quoting the graphic description in the 
original Greek: —*0 £e Trace ovroe 6 d(pon>o£\ toe ftes 
tirtovra top Iltpo’ijv, vnb Uovq rt *ai Kaicov ipprjZf <ptopt)p 9 
tine 'Qpunre, prj KTtirt Kpoiaop^OvTog pip Ct} rovro 

irptbrov ItftOtyZaTO, fifrd tovto r)erj Itpwvte tup irdpra 
Xpovop rr}c £ oi /£.— Herodotus, Book I, ch. 85. 
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A third and well-known cause of speechlessness 
is hysteria; it is then called hysterical dumbness or 
mutism* You will say, “ What is the use of saying 
a condition is due to hysteria when you cannot 
explain what hysteria is? It is no explanation to 
say something is due to hysteria.” I admit that it 
is no explanation, but it is useful to be able to bring 
together, under a common name, facts which are 
often associated in practice. In other words, 
what we call hysteria is a clinical entity, though 
we may not yet know what is at the bottom of 
it; the word is used for denotation rather than 
connotation. 

I will now mention some cases of hysterical 
mutism. The first is that of a man who was in 
the hospital about two years ago. His age was 34 
years; he had been a soldier, and was then a 
labourer in Norfolk. You might think a man, and 
especially a soldier, was not a very likely subject 
of hysteria. But this disease is not really so rare 
in males as you would think, still less is it rare in 
soldiers. This man was sent up here mainly 
because he could not speak. There was a history 
of “ fits,” in one of which he had appeared very ill 
indeed. His doctor wrote that “the case does not 
improve,” “at times he has attacks of rigor, almost 
convulsions, and his pulse slows down, and so does 
his breathing, so that death seems to be imminent.” 
Therefore you can see the medical man thought 
gravely of his condition ; further, it was thought 
that his loss of speech was due to organic disease, 
and that trephining might be necessary. On his 
arrival in hospital we could find no evidence of 
organic disease, but he could not say a word. He 
had his writing tablet by him, and when asked 
questions he would write freely in reply, but he 
could not speak. He was shown at consultations, 
where some of my colleagues suggested he was 
malingering, and some thought the condition was 
hysterical. He was put behind screens and deprived 
of literature and society, and was told he would 
certainly recover his voice. A faradic current 
was applied daily to his larynx, lips and tongue, 
and one morning when the house-physician was 
going round he said “ Good morning,” and after 
that he spoke quite well. I think his dumbness 
was hysterical. 

About the next man it is still more difficult to 
make up one’s mind. He is in the hospital now, 
and I show him to you. His age is 35 years; 


! 

occasionally he helps his father as a blacksmith. 

1 When he tries to speak, he moves his jaws and 
! lips energetically, his chest heaves, but not a sound 
comes. Dr. Acland, of St. Thomas’s Hospital, 

, where this man was an in-patient, kindly communi- 
I cated with me about him; and Dr. Klein, my 
] house-physician, and his clinical clerk, Mr. Aldrich, 

I have interviewed his father, and so we have been 
1 abl$ to correct the patient’s statements, which are 
I not always true In earlier life he had a good 
I deal of illness, rheumatism and ulceration of his 
| leg with loss of bone, for which he was in various 
infirmaries. His father gives him rather a bad 
I character, and seems to look upon him as a weak- 
! minded person, which I think is probably correct; 
I he does very little work, and likes to live on his 
| relations. There is as far as we know no history 
of neurosis in any member of his family. The 
onset of his present complaint is difficult to 
i ascertain precisely. He states that it began with a 
I certain trouble with his water. He has not got this 
now, but it seems to have got on his mind. He 
| tells us that he went to St. Thomas’s about this 
trouble with his water and a catheter was passed, 
and that while he was there some of the students 
in the surgery remarked about his voice, saying 
I that he hesitated in his speech, and asked him how 
| long his voice had been like that. At that time 
j he says he was not conscious that there was any- 
I thing wrong with it; and apparently he was annoyed 
| about it, for he tells us that “he gave them a good 
talking to, and told them what he thought of 
them.” He went away, and next day he could not 
speak at all. Since then he has been twice an 
in-patient in St. Thomas’s, and every means was 
employed to make him speak. He was offered 
' various luxuries in the way of food if he would 
j name them, and five shillings if he would speak, 

1 but he could not The battery was applied but 
did him no good. He appears to have had rough 
| treatment from amateurs outside the hospital, 
j Thus he wrote down that “ the coalman tried to 
bring his voice back.” Asked to explain this, he 
I says that he met some colliers, and they tried to 
bring his voice back “ with a stick.” But he is 
| not above lying, for when he first came in here he 
| denied he had ever been in St. Thomas’s Hospital, 

! whereas I knew from Dr. Acland that he had, and 
| he subsequently told us about it, as I have said. 

| What are we to think about him ? No doubt he 
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is rather feeble-minded ; and no doubt that he lies 
on occasions, so that one may justly suspect malin¬ 
gering. But I think there is a third element in 
the case, namely, hysteria. We of course examined 
him carefully to see if he had any other nervous 
symptoms. The only one we have made out is 
that his fields of vision are concentrically restricted. 
That symptom is often found in hysteria, and it is 
one that he is not likely to know, or to sham. 

[Note .—Soon after the patient’s discharge from 
St. Bartholomew’s he came back to tell us he had 
recovered his voice. A friend had assured him that 
a glass of beer would do him good, and treated 
him in a public-house. The same night he found 
he could speak quite well. Later (viz. in November, 
1909) he came back to the ward as dumb as ever. 
His father being tired of his idle habits had sent 
him to the workhouse. There he had a quarrel 
with the labour superintendent about chopping 
wood, and he lost his voice again.] 

The next patient is a young woman ; we know 
the conditions under which her voice was lost, and 
I have little doubt it is a case of hysteria. There 
is nothing in her family history of a neurotic 
character. She has had rheumatic fever. We 
know of no exciting cause for her illness except 
possible over-work or over-anxiety as a teacher in 
school. The fact that she has been a teacher in a 
board school stamps her as a different sort of person 
intellectually and mentally from the last patient. 
She was well until March, 1907, and at that date 
she began to have shivering fits ; leg, head, arm 
and cheek shook, and these fits were continued, so 
that she had a continual tremor which interfered 
with her writing. She then began to have heaviness 
in the feet and difficulty in walking, and finally she 
came into Queen Square Hospital in November, 
1907. Her right foot dragged and turned in when 
she walked. She had a tremor of the head and 
the tongue, of the shoulders and the limbs. There 
was no sign of organic disease and no anaesthesia 
at that time. She got better under isolation and 
other treatment, but she began to stammer. She 
was treated for this stammering by the house- 
physician, who, knowing that the case was dia¬ 
gnosed as hysteria, very properly applied a faradic 
current to her throat. But the result was rather 
disastrous, for she lost her voice absolutely and at 
once. She continued dumb for a couple of months, 
though we encouraged her to speak in all the ways 


we could think of. Among other means the sister 
of the ward used to manipulate her tongue. One 
day when this was being done her voice suddenly 
returned, but the voice was not at all a proper 
voice. It was very loud, absolutely monotonous, 
the syllables were separated, and the speaking 
was accomplished with a great mouthing and 
effort. This was so disagreeable to the other 
patients that it became necessary to restrict her 
talking. v Also she began to drop out words, like 
an aphasic patient may do. This w T ent on for 
weeks, and one felt one could not let it go on much 
longer. Therefore, bearing in mind a case of 
hysterical mutism which had been cured by ether— 
you will find a record in Dr. Bastian’s book—we 
resolved to give her an anaesthetic, persuading her, 
at the same time, that she would-be well when she 
came round. This also had a disastrous effect. 
When she came to she struggled hard to speak 
but could not utter a sound, and in addition she 
had lost the use of her right leg and right arm, 
and had lost sensation over her right side. When 
I saw the girl soon afterwards I was struck with 
the difference in her face, which looked vacant 
and dull. Since then we have been striving to 
restore her speech, but have avoided all violent 
measures, which only seem to upset her. We fed 
her up and reassured her in every possible way. I 
think she has improved, but no sound can she 
produce, in spite of efforts made with her mouth 
and lips, which are painful to see. Moreover, 
she does not write quite correctly, as if she had a 
certain amount of agraphia. Lately I have had 
her at my house and hypnotised her. After one 
or two sittings I was able to get her off fairly 
soundly, and while she was in hypnosis she would 
carry out simple orders, such as lifting her hand, 
standing up, and sitting down as if to write. But 
when told to speak she could only make the usual 
mouthing. So the dumbness remains, though I 
feel sure it will dissappear some day. For though 
she is still dumb her condition in other ways is 
mending. The right foot only drags a little. She 
can write better than she did, and whereas after 
the anaesthetic there was fairly complete right 
hemi-anaesthesia, I am able to show you now 
that there is some return of sensation, in the face, 
at any rate. 

[Note .—The sequel of this case was as follows : 
After a prolonged stay in the hospital her voice did 
not return, and she went home. In November, 
1909, a letter was received from her stating that 
she had recovered the power of speech ; it 
returned quite suddenly while she was looking 
over the contents of a drawer, prior to moving into 
a new house. Her mother stated, in addition, that 
the speech, when it thus returned, was at first of 
the old “ mouthing ” character, but that it had 
since become, by degrees, almost natural.] 

January ijth , 1910. 
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ON THE EXAMINATION OF BODIES 
FOUND IN THE RIVER.* 

By F. G. CROOKSHANK, M.D.Lond., 

Surgeon to the V and Thames Divisions Metropolitan 
Police. 


As one of the surgeons to the Thames division of 1 
the Metropolitan Police I have the opportunity, 
shared by my colleagues, of examining, every year, j 
a considerable number of bodies found either in 
the river or on the foreshore. | 

The problems which arise in the performance of j 
this apparently simple professional task are so | 
various, and so important from the medico-legal | 
point of view, that I have thought there may be j 
some interest in narrating one’s experiences. | 

I should premise that my own district is the ! 
Surrey part of the Thames, from Putney to Kew, a 1 
stretch of river in which, for various reasons, many I 
bodies are found. 

The river is of course, at the Barnes section, 
tidal and fresh, and it will not be forgotten that the 
conditions differ therefore very much from those of 
waters which are not tidal, or are salt. 

Some of the most important published papers 
narrating the appearances of drowned bodies refer, 
it should be remembered, to the appearances noted 
when large numbers of persons have met their 
deaths within a few moments of each other, and 
under identical physical conditions—as in ship¬ 
wrecks, and the Regent’s Park skating disaster. 

But the experiences of a police-surgeon extend 
to an extraordinary diversity of sets of conditions ; ] 
bodies of all ages being found under different * 
circumstances, and after having entered the water ! 
in many different ways. I 

A body, then, is recovered from the river, or j 
found on the foreshore. I 

The police-surgeon is at once summoned, and , 
asked by the police certain questions :— . 

Is life extinct? 

If so, what is the sex, probable age, and length j 
of time that the body has been in the water, and I 
(what is not quite the same thing) dead. 

What is the probable cause of death ? 

Are the appearances consistent with drowning, 
or are there marks of violence such as may have 
been caused with criminal intent? • 

# Delivered before the Medico-Legal Society. 


When it is obvious that life is extinct, and there 
is a convenient mortuary at hand, the body is 
usually removed at once, and the surgeon makes 
his preliminary examination under favourable, or at 
least comfortable conditions. In the case of bodies 
found floating this procedure is perhaps as well, 
but when a body is found on the foreshore it 
should be always examined by the surgeon “/>/ 
situ.” 

The police being, after the visit of the surgeon, 
in a position to make their official report, the 
coroner’s officer is communicated with, and a 
necropsy ordered. I need hardly say that only 
rarely without loss to the public interest can a 
necropsy be dispensed with. I do not know that 
from the scientific point of view one should ever be 
omitted, and, of course, the more complete our 
scientific equipment, the better will public justice 
be served. 

The questions which are put to the surgeon by 
the coroner are naturally an amplification of those 
already put to him by the police, but an opinion as 
to the exact cause of death is expected. The 
answers given should be, not hazardous guesses, 
but logical deductions from observed appearances 
correlated in the light of experience. 

Such answers can, however, as a rule be given 
only when the necropsy is speedily performed by 
the medical man first called. 

The importance of necropsies being made without 
delay is fully recognised by the Coroner for the 
Kingston Division of Surrey, and we have not, as 
a rule, at Barnes, to wait until formal authorisation 
to proceed has been received. 

It may be that, when the surgeon is called, the 
body is already identified. If so, inquiry should 
at once be made if anything is known as to the 
mode of entry into the water. 

When a living person enters the water, and death 
occurs, there is often of course a struggle, and sub¬ 
mersion alternating with appearance at the surface. 
In such cases death is due to asphyxia from 
drowning. 

In other cases the person sinks at once, and 
does not reappear during life. Death is then due 
either to “ inhibition,” or to a precedent state such 
as syncope, epilepsy or what not. 

In rare cases submersion may not ever actually 
occur, death resulting simply by inhibition due to 
impact with the water. 
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Several years ago a woman jumped off Waterloo 
Bridge one foggy night about 1 a.m. 

Her body was seen to float away, but was missed 
by the boats put out. The tide was running 
strongly up the river, and several hours later the 
body was found, still floating, at Barnes. Death 
was«due to inhibition. 

Living, as I unfortunately do, immediately 
opposite the river, it has been my lot to actually 
witness a considerable number of deaths, and at 
least one suicide therein. 

My impression is that the chances of restoring 
life are very slight indeed when droivning occurs, 
unless the body be recovered almost at once, but 
that there is a considerably greater chance of 
resuscitation in cases of inhibition. In syncopal 
conditions attempts at revival are usually hopeless. 
But to a definition of the terms “asphyxia,” 

“ syncope,” and “ inhibition” I propose to return 
later. 

Sometimes persons wade into a stream or river 
and deliberately lie down, in shallow water, on 
their faces. 

Early one morning a woman was seen, by 
labourers at Chiswick, to walk from the Surrey 
towing-path and deliberately lie down in a few j 
inches of water. 

By the time that a boat had been procured, and 
the river crossed, she was dead from asphyxia—not 
by drowning, but from occlusion of the mouth and 
nose with soft mud. 

Incidentally one may note that many river 
suicides take place after midnight and before sun¬ 
rise. 

Perhaps this is in part because of the lesser 
likelihood of frustration, but in the case of the 
vagrant and workless the hours after midnight are 
the hours of greatest bodily and mental misery, 
and, not infrequently, suicide has a relation to the 
closing-time of public houses. A tooth comb and 
cake of soap are almost invariably amongst the 
effects found on the body of a suicidal tramp. 

It is curious that suicides of this class very often 
remove their boots and place them neatly on the 
bank. 

If the place and time of entry can be determined, 
it is worth while calculating the state of the tide at 
the moment. There may be a practical point 
involved. 

I was returning, very sleepily, about 4 a.m. one 


winter’s morning from the Barnes police station on 
the river front. I heard a sudden splashing, and, 
looking up, saw a head in the river being carried 
rapidly down and across stream. 1 recollected then 
having sub-consciously seen a man walking rapidly 
a hundred yards or so ahead of me, and, returning, 
gave the alarm and sent out the boats and drags. 

Nothing could be found, however, and I fancy 
the Station Sergeant on duty thought me to have 
imagined the whole affair. A week later a body 
was found entangled in the bushes on the 
Middlesex shore, in exactly the position indicated 
by the set of the tide at the time I heard the splash. 
The body was identified as that of a man who had 
left his home at Battersea on the night of the 
occurrence. 

Other data should be ascertained if possible ; the 
approximate temperature of the air and water ; the 
depth of the stream at the point of submersion ; 
and the absence or presence of moonlight, or of 
fog. 

The observation of the conditions under which 
a body is recovered is of very great importance. 

Sometimes bodies are found fresh, and wet, on 
the foreshore below high-water mark, evidently, if 
the tide be rising, rolled up by the wash of a tug, 
or, if the tide be ebbing, naturally exposed by its 
retreat. Such are usually cases of suicide in 
shallow water. 

But I have met with the case of a man who lay 
down and poisoned himself by prussic acid, 
becoming covered with the rising tide and exposed 
by the ebb; and another, of a tramp dying 
on the bank from advanced phthisis and becoming 
covered, and exposed, in like manner; and a third, 
of a lad who, falling or being thrown over a bridge 
parapet on to the foreshore when the tide was out, 
fractured his skull, and lay alive for several hours, 
until he was drowned by the rising stream. 

Bodies may be found floating without ever having 
been submerged if already putrefying when thrown 
in. This is not infrequently the case with those of 
infants, which are kept on land till they become a 
nuisance and are then commited to the water. 

Such bodies usually float in a position like those 
of dead dogs or cats. Once I found irrefragable 
evidence of a previous attempt at destruction in 
the shape of extensive burns showing the actual 
marks of the bars of a grate. 

T he sequence of events in such cases is some- 
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times indicated by the fact that a very swollen and 
decomposed body is wrapped up in last nights 1 
evening paper, and the probable date of the birth j 
and death becomes then less remote than when i 
the decomposition can be supposed to have taken 
place entirely in the water. 

In the more usual case of a person becoming j 
submerged in mid-stream several things may happen 
which have to be borne in mind when the circum- | 
stances of recovery are being considered. 

If the tide be strong, and the struggles vigorous, 
the body may finally sink at a point several hundreds * 
of yards from the point of immersion. 

But if the subject be in a state of syncope, or 
dies at once from inhibition, the body falls almost 
directly to the bottom. 

The bed of the Thames is, in my district, very 
irregular, and there are many holes, from some of 
which sand has been dredged. j 

A body falling into one of these pits does not 
travel with the tide, and, owing to the depth, 
stillness and coolness of the water, rises with 
decomposition after a longer interval than would 
otherwise be the case. i 

Sometimes, however, drift may cover the body 
and it may never rise spontaneously. 

Three or four years ago a body was actually 
dredged up from such a sand-hole. It appeared ! 
to have been almost completely converted into I 
adipocere and was undergoing molecular disin¬ 
tegration. It was bleached, and inoffensive. I j 
imagined it had lain in the river bed for at least a 
year. ! 

Unless a body falls into a sand-hole or becomes 
entangled in bushes, piles, etc., it usually travels ! 
under the surface with the tide, but at a slower 
rate than the surface water. 1 

This fact is rather important when dragging has to 
be done. 

Apparently this deep travelling ceases after a few ! 
hours, and besides depending on the actual move¬ 
ment of the deep water, varies with the specific 
gravity of the water itself, the body, its vestments, I 
and the amount of air in the lungs at the moment 
of death. Other things being equal, it is therefore | 
leastjwhen death occurs from drowning, and greatest 
when inhibition or syncope is present. 

When, however, the body comes at last to rest, 
it remains “ in situ” unless disturbed by dragging 
or wash, until it rises with the progress of decom¬ 
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position. The importance of these and similar 
facts is obvious, and one would advise those 
interested in the subject to read again Edgar Allen 
Poe’s ‘ Mystery of Marie Roget,’ a story of more 
value than many text-books of forensic medicine. 

It is usually said that, in temperate climates, 
flotation occurs during the first week, about four to 
five days after submersion. 

In my experience it may, however, take place 
as early as forty-eight hours, or be delayed so long 
as three weeks or more after death. 

Factors making for early flotation are :—immer¬ 
sion in shallow water: scantiness of clothing: 
obesity: high water temperature and specific 
gravity : deep currents : freedom from mechanical 
obstruction: alcoholism : and a loaded and unwhole¬ 
some state of the stomach and bowels. 

The opposite factors of course make for delay. 

It is only generally true that, on flotation, female 
bodies turn on the back and male bodies on the 
face. The determining factor is not that of sex, 
but of fat distribution and abundance. The river 
police state that bodies are found not infrequently 
to assume an upright position much as did that of 
Caraccioli in the Bay of Naples. Female bodies 
are, in my experience, by-the-by, far less commonly 
found in the river than those of males, and this is 
true even if accident be excluded and suicides 
alone considered. 

Most text-book authorities seem to hold an 
opposite opinion, and state that drowning is, as a 
method of suicide, more popular with women than 
with men. I fancy that the recorded case of 
Ophelia, and the poem of the “ Bridge of Sighs,” 
have more to do with this notion than has experience. 

So well is the river now patrolled that I suppose 
it is but seldom a floating body disappears, after 
discharge of the abdominal gases, without discovery. 

The length of time, however, during which flota¬ 
tion may continue in fresh water depends very 
much on the air and water temperature. In salt 
water it may continue for a very long time indeed, 
owing of course to the high specific gravity of 
the medium. A recent case will occur to the mind 
of every one. 

So far the data obtained by the police-surgeon 
are usually supplied to him by the police them¬ 
selves, and remarkably careful observers I have 
always found them to be. An examination of the 
clothes and personal effects is perhaps one of 
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the most interesting opportunities for the use of 
the .method of Zadig that one can have. One 
or two details have been already alluded to, but 
mention should [be made of the frequency with 
which newspapers, and usually evening newspapers, 
are found. 

The dates, and even the hour of the issue of the 
edition, are important. 

Sometimes it is obvious that a betting result 
shown in the “stop press” has been the final i 
determinant; sometimes cuttings from the adver¬ 
tisement columns tell their tale; and sometimes 
lack of mental balance is shown by an extraordinary 
collection, mayhap years old, of paragraphs relating 
to some fad or crank. i 

i 

There are features, in fact, in the pocket-book j 
contents of many an unknown which tend to identify j 
the owner with [the insane, the dishonest, the 
unlucky or the wastrel group of unfortunates. It 
may perhaps be noted that sodden documents 
should be unfolded in water, and not dried first of 
all. They do not then tear, and linking words are 
not obliterated. 

The detailed examination of the clothes is 
usually well carried out by the police, who are 
perfectly aware of the importance of clothiers’ 
marks and familiar with the kinds of garments 
worn by the different grades of society. i 

The face is usually described in recently drowned 
persons as being of a livid or ashen hue, but 
Ogston and others allude to patches of cherry- 
red coloration. I have never seen these cherry-red 
patches in cases of asphyxia myself, and consider 
them indicative of inhibition. I 

Fine “shaving-lather” froth about the nose and 
lips is perhaps the most positive indication of 
drowning. It soon disappears, but may be, at 
first at any rate, restored by pressure on the thorax 
as in doing Howard’s method of respiration. It is 
not to be confused with the bloody froth that 
appears at a late stage, when the diaphragm is 
forced upwards by intestinal putrefaction. Sodden- , 
ing of the hands and feet would appear to indicate 
submergence for at least twenty-four hours, but j 
otherwise is of no importance. Scratch marks, 
fragments of weeds, and straws grasped in the hands 1 
tell their own tale. The peculiar bites, chiefly on | 
the backs of the hands, due to gnawing by fishes 
and rats indicate that submergence has lasted 
several days at least. 


It is not always easy to determine whether or no 
rigor mortis is actually present. In certain cases, 
as when in slipping from a deck or embankment, 
the skeletal muscles are thrown into violent contrac¬ 
tion, and true cadaveric spasm occurs. In any 
case in drowning rigor mortis is usually an early 
phenomenon. 

But, owing to the relatively low temperature of 
tidal waters, there is a stiffening due to solidification 
of the body fat which may persist, in the water, 
long after true rigor mortis has passed away. This 
condition will rapidly disappear in a mortuary that 
is not cool. 

The careful examination of cuts, bruises and 
abrasions is of cardinal importance. In one case 
the fact that a fracture of the skull had been 
sustained several hours before death was established 
by, amongst other points, the presence of in¬ 
flammatory chemosis of the conjunctiva of the 
right eye. The fracture involved the right orbital 
plate. The left eye was unchanged. 

It is, as a rule, easy to distinguish injuries 
received some hours after death from those 
received shortly before or after death ; but I know 
not that one can distinguish wounds received very 
shortly before the circulation ceases from those 
received very shortly after, inasmuch as in both 
cases the edges are washed and soddened by the 
water and altered by imbibition. 

The colour changes, and other characteristics of 
ordinary bruises of course clearly prove the infliction 
of injury some time before death, and severe 
injuries produce bruises more speedily than slight 
ones. But one point, true both lor land and water, 
must be mentioned. 

If very shortly before, or at the moment of death, 
an injury be inflicted, which would, if the recipient 
did not die in due course, be manifested by bruising, 
appearances superficially identical with post-mortem 
staining will be displayed. 

Thus, a woman was kicked to death by her 
husband. Her body was found by neighbours, 
and a doctor called, who reported no marks of 
violence, and death probably due to natural 
causes. 

A post-mortem was made, and the sternum 
found fractured in two places. Two days later a 
second post-mortem was made. Extensive dis¬ 
coloration of the back was then noticed, and 
thought at first to be due to ordinary post-mortem 
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staining. The discoloured patches were, however, j 
incised, and subcutaneous extravasations found | 
which were traced back to multiple fractures of the j 
ribs about their angles. These fractures had not I 
been discovered at the first post mortem, and it is ! 
therefore quite likely that if the sternum had j 
not been fractured a crime would not have been , 
suspected. I 

Casper’s dictum that, for putrefaction, one week j 
in air equals two weeks in water, is only approxi- 1 
mately and at certain times true; in fact, as j 
Devergie has stated, in summer a corpse takes 
only as many hours to putrefy in water as days on 
land. 

If there has been exposure on land for only a 
brief time before immersion the water changes are 
very rapid, and the changes after removal from 
water even more rapid still. 

It is generally recognised that, in the bodies of 
persons found in water, the earliest site of discolora- j 
tion is over the sternum, and the next, the face and 
head generally. 

But I think this variation from the order that J 
obtains on land has something to do with the 1 
distribution of the blood at the moment of death | 
from drowning, and my impression is that when, 
as is sometimes the case, this order does not j 
obtain, the cause of death has been inhibition or 
syncope. 

In any case an hour or two on land after 
removal may completely obscure the original ; 
phenomena. 

Thus, I examined a body about n a.m. on one 1 
of the few warm days this summer. It then f 
appeared quite fresh. At 4 p.m. the features were ; 
unrecognisable and punctures of the abdomen 
emitted gas that could be ignited. | 

So far one has discussed chiefly the points that 
have to be borne in mind when answering the 
questions of the police, and these it will be ^ 
remembered bear principally on the pritna facie 1 
possibility of crime having been committed. 

But, before the coroner, the actual cause of 
death has to be, if possible, slated. 

It is unfortunate that such obscurity and confu- : 
sion should attend the description, and ascription, | 
of what are known as the causes of death. \ 

Everyone speaks of asphyxia, coma, or syncope, 
and while few are prepared with a definition of 
these terms, some ingenious persons evade defini- 1 


tion by saying that these so-called “causes” are 
really “ modes ” of death. 

I do not ttiyself see how the logomachy really 
justifies us in dispensing with definitions. 

We have to say if we can how, or in what 
manner, the deseased died; and then why, or by 
what means, deceased did so come by his death. 

Clear notions, then, as to the different modes of 
death or sets of conditions obtaining at death are 
imperative. I think myself that a great deal of 
light is shed on this difficult subject by the 
researches on inhibition of, first, Brown-Sequard, 
and later, Brouardel. 

It is by inhibition that death occurs when 
functions are arrested by excitation of a distant 
part of the nervous system. 

Inhibition is a reflex through the medulla, and 
causes death calmly without a struggle. The 
venous blood remains red, and the temperature 
falls rapidly. The blood apparently retains its 
vital properties for some time, as it is not deprived 
of oxygen, and probably, when recovery has ensued 
after apparent death during anaesthesia or from 
immersion, it is a state of inhibition rather than 
one of syncope or asphyxia that has occurred. If 
inhibition be suspected, Laborde’s method of 
resuscitation by tongue traction should be tried, 
though this, however, is by the way. 

Accepting Brown-S&juard’s notions, and using 
the terms “coma,” “asphyxia ” and “syncope” in an 
arbitrary way, one has formulated a working classi¬ 
fication which has been found practically useful. 

(1) The cardio-vascular and respiratory mecha¬ 
nisms are arrested by peripheral stimuli acting 
reflexly through the medulla. Death appears to be 
sudden. Death is mechanical rather than chemical. 
This is inhibition. 

(2) The cardio-vascular and respiratory mecha¬ 
nisms fail in dependence on changes in the medulla 
not due to peripheral stimulation. Death is 
gradual, and chemical changes accompany the 
mechanical failure. This is coma. 

(3) There is failure of the cardio-vascular system 
to maintain the circulation, the respiratory system 
being affected secondarily only. The causes of 
such failure are states of the heart and blood-vessels, 
and blood states, such as anaemia, either from 
haemorrhage or disease. This is syncope. 

(4) There is failure of the respiratory mechanism 
and chemistry, the cardio-vascular system being 
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only affected secondarily. The causes of such 
failure are diseased conditions of the lungs: 
obstruction of the passages: the entry of an 
irrespirable medium into the lungs, or of certain 
chemical agents into the blood preventing oxygena¬ 
tion. This is asphyxia. 

I do not propose to discuss at length the post¬ 
mortem indications of these several modes of death, 
and it is obvious that cases which are not simple 
must, and do occur. 

(The other day, for instance, a man cut his throat, 
and fell at once into a pond at Wimbledon. If the 
carotids were cut one would expect indications of 
both asphyxia and syncope.) 

But I do wish to emphasise the fact that, in 
the ordinary case of suicidal or accidental immer¬ 
sion, drowning is far from being the invariable 
cause of death. 

I should say that death from inhibition occurs 
in perhaps one third of the cases, and although 
inhibition is not in all cases necessarily followed by 
death, it is, in certain cardiac conditions, notably 
aortic disease, disease of the coronaries, and 
atheroma of the aorta, very often followed by 
death. In fact, to put the point in another way, 
a person with mitral disease may drown, but the 
heart of a man with a rigid aorta and diseased 
coronaries will be stopped, once and for all, by 
inhibition caused by impact with the water. 

It is hardly necessary to say that, in making a 
necropsy, careful note should be taken of the 
time and physical conditions under which it is 
made. 

And, on opening the body, it has to be 
remembered that three kinds of information are 
required :— 

(1) information bearing on the manner of death : 

(2) information bearing on the cause of death : 

(3) information bearing on the existence of any 
precedent condition, physiological or pathological. 

For instance, the signs of asphyxia may indicate 
hoiv an unmarried woman died; occlusion of the 
air-passages may indicate the cause of the asphyxia; 
and a pregnant uterus suggests a possible motive 
for suicide or murder. 

The state of the blood is very interesting. In a 
body examined within twelve or eighteen hours 
after death bright red liquid blood suggests inhibi¬ 
tion as the manner of death. 

Rarely, however, as in one case of a man 


who poisoned himself on the towing-path, such 
an appearance may be due to cyan-methsemo- 
globin. 

Red coagulated blood suggests those forms of 
syncope which are not due to anaemia; and dark 
blood, asphyxia or coma. 

It is true that in cases of death from drowning 
the blood is usually both dark and liquid. The 
lessened degree of coagulation is of course due to 
the penetration of water into the vessels and the 
consequent dilution of the blood. Fluidity of the 
blood at an early stage, therefore, indicates death 
by drowning simply because in drowning the entry 
of water into the vessels is early. But it has been 
stated by some French observers that in death 
from causes other than drowning a fluid state of the 
blood due to de-coagulation from late absorption of 
water occurs. 

A point on which considerable stress has been 
laid by various authors is that the order in which 
the organs putrefy is fairly constant, whether the 
process occurs on land or in water. 

My o\yn notion is that in water this order is not 
so constant, and that it depends very much, first, 
on the distribution of blood in the body at the 
moment of death, and secondly on the phenomena 
of the post-mortem circulation, which again largely 
depends on the fluidity of the blood. 

For example, in death by drowning the lungs 
and brain, engorged at the moment of death, 
change rapidly. In death from syncope and 
inhibition the abdominal viscera show changes 
earlier than is otherwise the case; the brain and 
lungs change less quickly. 

One would wish to mention the importance, in 
examining the bodies of infants, of determining if 
possible whether or no the presentation has been 
vertical, and, if it has been, the exact form of the 
presentation. 

If it is obvious that birth has been breech 
foremost the probabilities of still birth having 
occurred are considerable. If, on the other hand, 
the presentation has been vertical, and without 
much moulding, or with only a slight caput 
succedaneum, the chances of a criminal act having 
been committed are greater. 

In examining adult brains it is exceedingly 
I important to search carefully for signs of early 
tuberculous meningitis. 

Many years ago, when a house-physician at 
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Brompton, I was taught by one of the sisters 
a fact not at that time mentioned in any text¬ 
book. 

This fact is that not infrequently persons with 
moderate tuberculosis of the lungs die almost 
suddenly of tuberculous meningitis indicated clini¬ 
cally by headache, and mental confusion of but a 
few hours’ duration. 

Dr. Vere Pearson, who succeeded me, took the 
subject up, and published in the Clinical Journal 
for 1902 a most valuable paper, with every word of 
which I agree. Dr. Pearson also mentions the fact 
that occasionally one comes across quite stout, 
healthy-looking persons with unsuspected active 
pulmonary tubercle, and that these persons may 
die very rapidly of meningitis with few if any 
symptoms other than headache and mental con¬ 
fusion. 

In four or five cases of bodies found in the 
river I have found slight but active pulmonary 
phthisis and early tuberculous meningitis. 

In each case the relatives testified at the inquest 
that the deceased had been supposed, up to the 
time of his disappearance, to be in good health, 
but had complained of pains in the head. 

I feel quite sure that in each case the suicide 
was a manifestation of the mental perversion noted 
by Dr. Pearson, and I have come to look much 
more sympathetically than formerly on witness-box 
tales oT “pains in the head ” and juries’ verdicts of 
“ insanity.” 

The changes that one has found in these cases ! 
are not of course the gross changes seen in the j 
brains of those who have endured the classic form 
of meningitis, but are (1) intense local injection of | 
the pia arachnoid, (2) excess of fluid, and (3) early 
tubercles about the course of the Sylvian artery, j 
together, of course, with pulmonary caseation or 
general tuberculosis. 

Ballooning of the lungs has always been recog- ^ 
nised as an important indication of death from ' 
drowning, but it is not always present even when 1 
there is unequivocal evidence of the aspiration of | 
water into the bronchioles and alveoli. j 

Very often the absence of ballooning is accounted j 
for by the presence of extensive pleural adhesions, I 
and it is noteworthy that such adhesions are ex- I 
tremely common in the bodies of tramps, vagrants, 
and alcoholic suicides. It is clear, too, that the 
presence of extensive pleural adhesions is likely to 
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considerably shorten the struggles of a person 
becoming asphyxiated by water. 

True ballooning should not, however, be con¬ 
founded with the distension of the lungs by gases 
of putrefaction, and it should be remembered that 
abdominal distension forces up the diaphragm and 
causes the lungs to present, if the thorax of a body 
dead for some time be opened before the abdomen. 

Next to the fine froth that may be seen in fresh 
bodies about the mouth and nose, the soapy, blood¬ 
stained, fine, frothy mucus in the air-passages is the 
most constant indication of death from drowning. 

The only appearance with which it can be 
confused is that seen in the lungs of persons dying 
of acute oedema of the lungs, the terminal phase of 
so many chronic illnesses. It is, I suppose, to this 
latter condition that the editor of ‘Taylor's Juris¬ 
prudence’ refers when he speaks of the frothy 
mucus found at so many necropsies made at the 
London Hospital. 

But the mucus of pulmonary oedema from 
pathological causes is not blood-stained, and the 
vesicles are larger than in the case of drowning. 
Terminal oedema would be, I suppose, about the 
unlikeliest pathological condition to be found in a 
body in the river, and v practical difficulty is there¬ 
fore not to be apprehended. 

With respect to the presence or absence of water 
in the stomach and intestines one would say that 
the absence of water does not disprove the occur¬ 
rence of drowning, but that the presence of water in 
early cases is strong presumptive evidence of it. 

The presence of water in the stomach and bowels 
of a corpse that has been immersed for several days 
is of no importance. 

The state of any food discovered in the stomach 
is, however, of considerable importance. In one 
case the practically unaltered condition of some 
oranges that a lad had swallowed when at a music 
hall pointed pretty clearly to the fact, not at first 
obvious, that he met his death not very long after 
leaving the place of amusement. 

It is perhaps around the examination of the 
heart that the greatest scientific interest centres. 

Text-book authorities fall into error for two 
reasons: they ignore the fact that cardiac rigor 
mortis occurs, and they revolve in infinitely vicious 
circles, with question-begging phrases about diastole 
and systole, syncope and asphyxia. 

Not only does rigor mortis occur in the heart 
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just as in other muscular structures, but there may 
be an initial cadaveric rigidity exactly analogous to 
the cadaveric spasm of skeletal muscles. 

Furthermore, as Brouardel has shown, there is 
a definite post-mortem circulation of the blood, I 
and the state of the cavities, qua repletion or 
depletion, found at a post-mortem, is not neces- ' 
sarily that present at the moment of death. 

For with the onset of rigor mortis there is a ! 
certain emptying of the cavities, and with die passing 
of rigor mortis they tend to become refilled. It is 
obvious, moreover, that these post-mortem move¬ 
ments of the blood are more likely to occur when 
the blood is not coagulated, or becomes rapidly 
de-coagulated, than when clotting is early and 
persistent. 

The question of heart examination then becomes 
a very complex one, but it has been considerably 
illuminated by some valuable remarks made by 
Dr. A. Morison in the Clinical Journal for 
1905. 

I believe, myself, that many deaths ascribed to 
syncope in water should properly be declared the 
result cf inhibition, and, as I have already said, in 
some of these cases cardio-vascular lesions are 
present. 

But undoubted deaths from syncope do occur, 
as when a swimmer who has mitral disease, or 
cardiac dilatation, or mural degeneration, or who is 
even healthy, sinks under certain circumstances 
with hardly a struggle. 

I have ventured to tabulate my own experiences 
and observations, and hope that discussion at any 
rate may lead to some advance in our real know¬ 
ledge. The influence of post-mortem position and 
the fluidity or coagulability of the blood must be 
remembered in every case. 

a. True rigor mortis is not yet present. 

(1) The heart is generally contracted, or in a 
state of “ cadaveric spasm,” and empty rather than 
full. ■ 

This, the so-called state of systole, is the 
condition most usual when death has been by 
inhibition. It is not infrequently associated with 
disease of the aorta and coronary arteries. 

(2) The heart is dilated, or in so-called ventri¬ 
cular diastole. We may then have : 

(a) In syncope, especially when valvular or 
mural disease is present, the cavities full J 
rather than empty. | 


(&) In syncope due to ha emorrhage, or to 
accumulation • of blood in the u abdo¬ 
minal pool,” the cavities empty ratber than 
full. 

(c) In asphyxia and in some cases of mixed 
asphyxia and syncope the right side more, 
and the left less full. 

b. Rigor mortis of the heart is present. 

At this stage, whatever the exact manner of 

death, the left side is rather empty than full, 
although it may contain laminated and partly 
decolorised clot. If this be the case the probability 
is against death having occurred from asphyxia. 

During rigor mortis the condition of the right 
side is less certain, for of course it is less affected 
by rigor mortis than the left. The more blood in 
the cavities and the darker its colour, the greater is 
the probability of asphyxia having occurred. If 
the blood is dark and liquid, drowning has probably 
been the cause of death. 

The presence of dark clot on the right side and 
decolorised clot on the left is in favour of death 
having occurred from syncope. 

In cases of inhibition there is not, during rigor 
mortis , much blood in either side, but that in the 
right cavities is red rather than black. 

c. Rigor mortis has passed off. 

Both sides of the heart are flaccid, and contain 

dark blood. 

Fluidity of the blood in this stage after prolonged 
submersion does not necessarily indicate drowning, 
but the remains of clot are against the probability 
of such having been the case. 

I have, Sir, already taken up so much time that 
I must not do more than allude to the many 
problems, fascinating to the medical jurist, that 
arise during the examination of the bodies of newly 
born infants. 

Of such bodies one sees a goodly number, and, 

I as the probability of crime is in these cases high, 

I the importance of careful observation of the 
minutest details, and especially of the condition of 
the umbilical cord, is very great. 

I have tried, however, to tabulate the possibilities 
with which the medical examiner has to reckon 
j when confronted with that seemingly simple thing— 

| a body found in the river. 

a. The body is that of a newly born child. 

(1) Extra-uterine life may have never existed, 
birth having been produced (a) prematurely by 
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natural, or purposive, causes; or (b) at term, death 
having occurred either— 

(i) before birth, or— | 

(ii) during birth ; in either case as a result of 
natural or purposive causes. 

In any case the body may have been immersed 
very shortly after birth : after retention on land 
with or without exposure to air: or after attempts j 
at destruction have been made. j 

(2) The body is that of a newly-born infant 
which has had a separate existence and died before 
immersion. 

Death may have occurred from— 

(l a) accident or injury at or after birth, 

(ib) immaturity, j 

(c) disease, 

j (d) wilful withholding of attention, 

(e) unavoidable withholding of attention, 

(/) criminal violence. 

Again, the body may have been thrown in shortly 
after death, after retention on land, or after in¬ 
complete attempts at destruction. 

(3) Lastly, death may have been due toimmersion. 

b. The body is that of an individual not newly j 

born. 

(1) Death may have occurred, prior to immersion, 
as the result of— 

(<*) accident, 

(b) disease, 

(c) suicidal action, 

{d) homicidal action. 

The actual immersion may have been the result 
in any case of accident; if death has been due to 
suicide the immersion may have been due to the 
deliberate action of the suicide himself, or, if death 
has been due to homicide, to the action of the 
criminal, or to accident. 

(2) Death may have occurred at the moment of 

immersion, the immersion being due to— j 

(a) accident, I 

(l b ) voluntary action—as in diving, | 

( c ) disease, ! 

(d) suicidal action, J 

(e) homicidal action. I 

(3) Death may have occurred after immersion— 

(a) from injuries received before immersion, J 
brought about accidentally, suicidally, or | 
homicidally: 

(b) from poison self-administered before im- 
mersion : 


(c) from pathological conditions precedent to 
the immersion, such as heart disease : 

(d) as a result of immersion however brought 
about. 

A medico-legal curiosity falling under the last 
head is that of the death of a child caused by 
homicidal immersion, the immersion being brought 
about by the suicidal immersion of the homicide. 
Thus a mother bound her child to her body and 
jumped into the river. The child died by asphyxia, 
but not from drowning, the face being pressed into 
the mother’s clothes, and water not being drawn 
into the lungs. 

I thank you, Gentlemen, sincerely for your 
patience, which I fear I have abused. I do not 
think that I have referred to any possibility or 
occurrence that has not come within my own ex¬ 
perience. I have, however, given no statistics, for 
statistics may be, and often are, more misleading 
than general statements. 

I have only one moral tag with which to conclude, 
and that is this—if one cannot formulate a definite 
conclusion and prove it, it is best, when asked, to 
say, “ I do not know.” 

January 17 tk, 1910. 


CHOLECYST-DUODENOSTOMY FOR ACUTE 
EMACIATION FOLLOWING THE FOR¬ 
MATION OF A BILIARY FISTULA.* 

By JOHN D. MALCOLM, F.R.C.S.Edin. 


This patient, a female, aet. 69 years, had an attack 
of jaundice of three weeks’ duration at the age of 
nineteen, from which she recovered completely. 
After forty-four years of good health she suffered 
for six years from pain, nausea, and vomiting after 
food. A severe pain, felt in the gall-bladder region 
and radiating to the left shoulder, began about a 
month before the patient’s admission to hospital. 
Jaundice developed a fortnight after this severe 
pain began. 

A diagnosis of gall-stones was made, and on 
June 4th, 1909, the gall-bladder was opened and 
drained. No stone was found nor any enlarge¬ 
ment of the ducts. An attempt to pass a probe 

* Delivered before the Clinical Section of the Royal 
Society of Medicine. 
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into the duodenum from the gall-bladder was 
unsuccessful. The highest temperature after the 
operation was 992 0 F.; the highest pulse-rate was 
100 to the minute. The wound healed perfectly, 
except where it was kept open by the drainage- 
tube. Bile escaped in large quantity, and there 
was no evidence that any passed into the intestine, 
the stools being quite colourless. Digestion and 
defecation gave much trouble and the patient 
became rapidly emaciated. In the third w$ek 
after the operation the pulse, which had fallen to 
a normal rate, again hastened and became very 
feeble. It seemed certain that the patient would 
die unless some change was brought about, and 
the cause of mischief appeared to be the absence 
of bile from the intestine. 

On June 25th, just three weeks after the first 
operation, the abdomen was again opened and the 
scar-tissue was cut away. The fundus of the gall¬ 
bladder was separated from the liver to the extent 
of about three-quarters of an inch to facilitate its 
displacement and its open end was attached to the 
edges of an incision in the duodenum. The 
abdomen was closed without drainage and the 
wound healed without fistula formation, although 
there was for a few days a little suppuration close 
to the track of the temporary fistula which had not 
been sufficiently widely excised. The tone of the 
pulse was obviously better on the day following 
this operation, and the patient’s nutrition steadily 
and rapidly improved from that time. 

This case was brought forward to elicit, if 
possible, information concerning the cause of the 
extreme and rapid emaciation which took place. 
It was known that the bile aided in the digestion 
of fat, but that, in animals, nutrition could be 
maintained as a rule, even although all the bile 
was diverted from the intestine, by placing a ligature 
upon the common duct and by a formation of a 
fistula between the skin and the gall-bladder. It 
was on record* that a patient might remain well 
nourished in every way for more than a year 
although all the bile escaped from the body and 
none passed into the intestine, no special precau¬ 
tions being taken except that the amount of fatty 
food was limited. In the patient exhibited it was 
believed that the common bile-duct was occluded 
and that no bile passed into the intestine after the 
fistula was made at the first operation. It seemed 

* Mayo Robson, * Med.-Chir. Trans.,’ vol. lxxiii, p. 61. 


to be proved that in this case the absence of bile 
from the intestine was the cause of an emaciation 
that threatened to prove rapidly fatal, and the 
second operation at once arrested the loss of flesh 
and quickly led to a re-development of fat. The 
only beneficial change made by that operation was 
the re-introduction of the bile into the intestine. 
It therefore seemed to be a fact that some patients 
depended much more than others upon the presence 
of bile in the alimentary canal for the maintenance 
of their nutrition, but if this distinction existed 
the explanation of it was not clear. 

January 17 fh, 1910. 


Literary Intelligence. —This week will be 
issued ‘The Practice of Surgery,’ by W. G. Spencer, 
Surgeon to the Westminster Hospital, and G. E. 
Gask, Assistant Surgeon to St. Bartholomew’s 
Hospital. This work will contain 1250 royal 
octavo pages, but its predominating feature will be 
the number and excellence of its illustrations, 
amounting to 700 black and white figures, 28 
skiagram plates, and 20 colour * plates. The 
museums of St. Bartholomew’s Hospital and the 
Westminster Hospital, as well as other museums, 
have'been freely drawn upon for good specimens. 
The publishers believe that it will generally be 
conceded to be one of the finest productions, from 
the point of view of both letterpress and illustra¬ 
tions, of recent surgical literature. In addition to 
the above, a new edition of ‘Galabin’s Midwifery/ 
under the editorship of the author and Dr. G. F. 
Blacker, Obstetric Physician to University College 
Hospital, is going through the press, and will be 
in the hands of students before the summer session. 
This book, which has had a great vogue among 
generations of past and present students, is being 
almost re-written. Dr. Lawrence, Curator of the 
Museum at the University College Hospital 
Medical School, has prepared most of the draw¬ 
ings. Another popular work is that on * Diseases 
of Children,’ by Drs. Goodhart and Still. The 
editing has now devolved entirely upon Dr. Still, 
Professor of Diseases of Children at King’s College 
Hospital. For the first time in its long history 
illustrations will be introduced. The work will be 
published during February. On each of the three 
foregoing publications the imprint is to be that of 
J. & A. Churchill. 
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A CLINICAL LECTURE 

ON 

ACUTE PYELITIS. 

Delivered at St. Bartholomew’s Hospital. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 
Physician to the Hospital. 

Gentlemen,— The case I wish to lecture to you 
about to-day is a girl, aet. 22 years, who was 
admitted on September 1st last. The history was 
a curious one. She said she had had no illness at 
all, except that she had some tuberculous glands 
operated upon in her neck, and that she was in 
perfectly good health. The operation on the tuber¬ 
culous glands was carried out long ago. She was 
in good health until three weeks before she was 
admitted, when she was seized with general pain, 
which was worse on the right side and made 
breathing difficult. She vomited and was then 
seized with diarrhoea. These symptoms had lasted 
for the whole of the three weeks, and she had slept 
very badly. She was a thin, tall girl, with very 
marked pigmentation all over her, and patches of 
psoriasis which were healing. I thought she had 
been taking arsenic, but she always denied that 
she had. When she came in she had herpes on 
her lips, her tongue was dry and brown, her heart 
and lungs were natural, but both liver and spleen 
were considerably enlarged, the liver being two 
inches and the spleen one and a half inch below 
the ribs. The rest of the abdomen was quite 
natural; for example, there was no tumour in 
either loin. The urine also was natural; it con¬ 
tained no albumen or sugar, and was not of an 
abnormal appearance. We found she had a very 
high fever ; her temperature was between 102° and 
io 3°F. When she first came in, my impression, 
on that history, was that she probably had typhoid 
fever. But there were no spots on the abdomen, 
which she should have had at that stage if it had 
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been typhoid fever. And when we examined the 
blood we found that it did not give the reaction of 
Widal, and did not clump the para-typhoid bacilli. 
You know there are some cases which are very like 


different from a typhoid case. Although she was 
suffering with high fever, a fever* which was, as I 
shall show you by the temperature chart (Fig. i), 
exceedingly high, she did not seem to be really ill 



Fig. i. —A. S — , set. 22 years. Pyelitis; B. coli. 


typhoid, but which depend upon other sorts of 
bacilli, and do not give the rose-coloured spots 
which are typical of typhoid fever. It was proved, 
therefore, that it was neither typhoid nor para¬ 
typhoid. We also noticed that she was rather 


with it. She professed that she had no pain, and 
that she felt well, even at the time she had the 
attacks of shivering, while the teeth were chattering 
violently. She slept fairly well and ate her food 
fairly well. So the case was not one of typical 
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typhoid at any rate. And putting that together 
with the evident negative results of the reactions, 
we felt certain that the first impression was wrong. 
What was the matter with her? That was the 
great difficulty. There was apparently nothing to 
show whence she derived this extraordinary tem¬ 
perature. You see what an extremely hectic 
temperature it is. She had rigors almost every 
day—indeed, on one day there were three rigors. 
You see, also, that on one of these occasions the 
temperature ran up to 106*2° F. That was a very 
startling temperature to have in a patient who 
professed herself to be feeling comparatively well. 
It seemed obvious to me that there must be some 
infection of some kind somewhere, and so we set 
to work with the Pathological Department. I asked 
them to cultivate for me first of all the blood ; 
secondly, the urine; and lastly, the faeces. As a 
matter of fact they did not have to cultivate the 
faeces, for which doubtless they were not a little 
thankful, but the blood was perfectly sterile. The 
impression I had at one time was that it might 
possibly be a case of septic endocarditis of unusually 
severe type, although there was nothing to be heard 
in the heart. The blood then was perfectly sterile, 
but when we came to the urine, that gave a pure 
culture of a bacillus which was very like the Bacillus 
colt communis . The reactions were not exactly 
typical of that bacillus, but it was evidently one of 
the colon group. And within two or three days of 
that having been found, on September 8th, the 
right kidney was found to be palpable. On the 
next day a leucocyte count was made, and found 
to be 14,000 per cubic millimetre. On the 10th 
there was a little deposit in the urine, and on 
examination with the microscope pus-cells were 
seen. On September 14th she discharged a large 
quantity of foul-smelling pus with the urine, and 
on that day, for the first time, there was tenderness 
over the loin. But up to that time she said there 
was no pain or tenderness in the loin at all. On 
the 16th the temperature was perfectly normal, and 
it has remained so ever since. On the next day 
the right kidney was impalpable, and there was no | 
tenderness. A skiagram showed no evidence of 
stone, and she gave no reaction with tuberculin. 
She has continued to pass pus in the urine almost 
ever since. It disappeared on November 12th, no 1 
pus-cells being discoverable even by the micro- 
scope. The bacilli, though in diminished numbers, < 


were still visible. I wrote her discharge on 
November 17th, but on that day pus reappeared 
j to a slight extent, and when on the 29th she 
actually left, there was still a slight amount of pus 
and a considerable number of bacilli. 

^ Now when you get pus in the urine, which is 
| not uncommon here in the wards, it nearly always 
| denotes a chronic condition. And when it is a 



chronic condition it is nearly always dependent, 
if it comes from the kidney—and lam now excluding 
the bladder cases—on the presence of either stone 
or tubercle. Here is a skiagram of a case of a 
woman who died in our wards in the summer 
which is just past. She had a stone in both 
kidneys. We had seen her for five years; she 
came to us in 1904 and had been in my wards ofif 
and on ever since. That is the usual case; 
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pyorrhoea coming from the kidney is due either to 
stone or to tubercle. But this case which I have 
just described to you is of a different character. 
It is a violent acute attack, and those cases form a 
class by themselves. 

A somewhat similar case was under me in 1907. 

Mary G—, aet. 41 years, married ; had ha,d ten 
children, no severe illness, and good general health 
up to one particular day, June 24th, three weeks 
before we saw her. On that day she was at work 
in the rain, and was suddenly taken with frecfuency 
of micturition and a burning pain in the region of 
the bladder, evidently from acute cystitis. This 
lasted all the time until July 13th, two days before 
coming here, when she was seized with severe 
pain across the back and sides. Shivering fits 
occurred that day and the next, and we took her 
into the hospital on the third day. On admission 
the tongue was dry and furred, and there was some 
tenderness in the upper part of the abdomen, but 
no other sign of visceral disease. The urine was 
examined in the routine way for albumen and sugar, 
but none was found, and no abnormality was 
noticed. She remained for the next three days 
in the same condition of high fever (Fig. 2). but 
with little local sign. On July 17th she passed a 
large quantity of pus with the urine, which gave a 
pure culture of a bacillus of the coli group differing 
slightly in reactions from the Bacillus coli itself. 
The day afterwards the temperature became normal. 
A week later she was passing a small quantity of 
pus, and a week later the same. On August 7th 
there was neither albumen nor pus, and the urine 
was natural. 

The commonest condition in which this disease 
occurs in women is pregnancy. In pregnancy it is 
not a particularly uncommon thing to be seized with 
acute pyelitis. 

In 1907 I was asked to see Mary Ann^—, at 
Queen Charlotte's Hospital, to which I am attached 
as physician. 

She was six months advanced in a normal preg¬ 
nancy, but was very ill with a severe hectic fever, 
and had been sent into the Hospital with the 
diagnosis of septic endocarditis. 

There was some evidence in favour of this, for 
she had twice had rheumatic fever, and there was 
a faint systolic murmur at the apex. I took her 
into my wards at St. Bartholomew's on August 
29th, feeling very doubtful about the diagnosis. 


I On admission there was no evidence of disease 
of any other viscus. 

The urine was quite clear and free from albumen. 

The blood contained red cells 3,456,000, leuco¬ 
cytes 18,000, and on cultivation was sterile. This, 
however, does not exclude septic endocarditis, as 
we well know, and on September 5th, having 
no other indication, I injected a dose of polyvalent 
anti-streptococcic serum subcutaneously. She had 
j a violent rigor soon afterwards, 
j On September 7th she had another severe rigor, 
with great pain in the right flank (Fig. 3). 

On September 8th the right kidney could be easily 
felt. 

She had passed 41 oz. of urine, which was 
acid, sp. gr. 1007, contained no sugar, no blood, 
1 but some albumen, a few granular casts, and motile 
bacilli in large numbers. These when cultivated 
and examined gave reactions almost identical with 
those of B . coli communis . They were at any rate 
of the coli group. 

That night she passed a large quantity of pus, 
her temperature fell, and she began to improve. 

On September nth she was prematurely con¬ 
fined and the baby died. 

By October 25th the pus had diminished to only 
a few cells seen with the microscope. There was 
no pain or tenderness, and she was discharged 
I feeling quite well. 

j The cases which occur in pregnancy have been 
the subject of many special memoirs: Legueu 
! collected seventy cases and found that— 

(1) The disease usually develops in the latter 
months of pregnancy. 

(2) It is nearly always one-sided, and in sixty- 
five out of the seventy was on the right side. 

(3) It is nearly always due to the B. coli . 

(4) It is sometimes insidious in onset, but in 
other cases develops acutely with a chill, and 

! sudden pain and fever. 

(5) In many cases, as in that I have just de¬ 
scribed, the local signs are at first entirely absent. 

(6) Only one of the seventy patients died of the 
disease, but abortion or premature delivery occurred 
in a quarter of the cases. 

(7) Some recover spontaneously, though this 
does not usually happen until the uterus has been 
emptied. 

(8) In a certain number the condition persists 
and becomes chronic. 
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Of the last event I think the following case was ! At first the urine was clear in the intervals between 
an instance. j the attacks, but lately it had been continuously 

Eliza C —, aet. 38 years, had had a child six years * turbid. She had noticed shivering at the time of 
ago in South Africa. She had noticed that there , the attacks. 



Fig. 3.—M. A. L—, aet. 34 years. Pyelitis in pregnancy. 


was then for the first time a sediment in the urine. When she was admitted both kidneys were 
For two years after that she could give no history palpable, the urine was continuously purulent, and 
of disease. But for the last four years she had with the cystoscope pus could be seen coming 

been subject to repeated attacks of pain in the from both ureters. 

left loin followed by a thick discharge in the urine. A radiogram showed no evidence of calculus, 
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and a guinea-pig inoculated with the pus showed 
no evidence of tubercle. 

She was in good condition, and had no fever 
while in the hospital. 

Similar cases occur in children. 

Maggie M—, aet. 9 years, was admitted on 
November 13th, 1905. She had had no illness 
except the measles, from which she had quite 



Fig. 4.—M. M—, a:t. 9 years. Pyelitis. B. coli-formis. 


recovered a year and a half ago, and she was a 
well-nourished, healthy-looking little girl. 

For three weeks she had suffered with frequency 
of micturition, and for a week she has had pain in 
the right flank. During this last week she has 
been somewhat delirious. 

On admission the tongue was clean, the viscera 
apparently normal save for tenderness in the region 
of the right kidney. The kidney itself was not 
palpable. The urine was acid, sp. gr. 1020, a thin 


. cloud of albumen, much pus. The main organism 
contained in it was the B. coli communis , but 
! there were also cocci. 

I November 20th.—Less tenderness, less pus. 

November 27th.—No tenderness, no pus. 

A skiagram of the lumbar region showed no 
; calculus. No evidence of tubercle could be dis¬ 
covered (Fig. 4). 

The same acute infection may occur in males. 

The first case that drew my attention to the 
subject was seen in consultation in 1898. 

Mr. C—, set. 30 years, married, a healthy-looking, 
well-nourished professional man, of active habits, 
had had his first attack of what he called influenza 
eighteen months ago. Since then he had seven or 
eight attacks of a similar kind. They began 
quickly with chills, sometimes with shivering, and 
vrith acute pain in the back and bones. Then 
followed a hot stage, and then a drenching sweat. 
At first they lasted three or four days, but the last 
only eighteen hours. He felt knocked up for two 
or three days afterwards. There had been no vomit 
ipg and no haematuria (I thought of paroxysmal 
baemoglobinuria). 

I could find no disease of any viscus, and the 
urine passed at the time was normal in appearance, 
and contained no albumen or sugar. 

About three weeks later he passed a quantity of 
pus during a similar attack. His doctor thought lie 
had a prostatic abscess, but Mr.Godlee, who saw him 
once or twice some months later, found the prostate 
normal, and was of opinion that he had pyelitis. 

The pus was examined both microscopically and 
by inoculation of a guinea-pig. No evidence of 
tubercle was found. 1 was not at the time aware 
of the importance of cultivating the urine for other 
infections. 

There was a history of former gonorrhcea and of 
orchitis. 

In 1905 the late Mr. Barnard recorded among 
others the case qf a man, set. 27 years, whose first 
symptom was the sudden involuntary passage of 
urine. This was followed by cystitis, and after two 
days by pain in the right loin. The urine was very 
turbid and contained pus. No bacteriological 
examination was made. Mr. Barnard cut down 
on the kidney, found it to be riddled with small 
abscesses, and removed it. 

Ravogli relates two cases in young men follow¬ 
ing on gonorrhcea. 
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swelled. He then had dull pains in the abdomen, 1 
made worse by walking. He had never before had I 
any renal symptoms. 

On admission he was very cedematous, and 1 
passed urine containing albumen and tube-casts. I 
saw it the next day, and noticing that it was cloudy ( 
asked for a specimen drawn by catheter to be culti¬ 
vated. It was found to be swarming with a coli- 
form bacillus. 


November 6th.—Discharged apparently well. 

The ophthalmoscopic appearances were natural. 

The hearts apex was inside the nipple line, 
and the systolic blood-pressure was on October 
19th 134 mm. Hg. 

There was at no time any fever. 

Whether this unusually transient nephritis was 
caused by, or was merely coincident with, infec¬ 
tion by a coli-form bacillus I am unable to say. 
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| 

Symptoms .—From these cases and from others height (106*2° F. in Anna S—,) and then falls 

already published we can form a good idea of the again as rapidly with a sweat. The whole attack 

disease. In some instances micturition has been may be over in three hours, 
frequent for some time before any other symptom t But when the patient comes under proper 
occurred (Mary G—, Barnard's case). This implies I observation these rigors are found to be only inci- 
a preliminary cystitis. But in many cases the first dents in a continued fever, which in different cases 
thing to attract the patient's attention is either is of a varying type. 

lumbar pain, or a general seizure, which is often | In some, as in Mary G— and in Lenhartz' first 



described as influenza, and consists of malaise, case (Fig. 5), the temperature keeps at a high level 
shivering, and fever. until it falls by crisis. In his third case Lenhartz 

In my experience the general symptoms are the gives a type of which I have not myself seen an 
more constant and more characteristic of the two. example, in which the fall is by lysis (Fig. 6). 

In a typical case they consist of an attack just In other cases, as in Mary Ann L—, the fever is 
like ague. The patient suddenly feels chilly, has a continued hectic diversified by occasional rigors, 
a feeling of general illness, aches all over, and at In Anna S— these were of almost daily occur 
last shivers. The temperature at the same time rence; on one day she had three. In both 
rises very quickly, reaches sometimes a great patients the extremes of temperature are very 
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wide apart, from 96*2° to 105’4° F. in the one, 
and from 97*4° to 106*2° F. in the other, almost 
9° F. in each case. 

Finally the form may be remittent, a period of fever 
being followed by a few days, or a longer interval, , 
of normal temperature, which gives place to a fresh 
attack and so to a similar sequence. An example of 
this is given by Lenhartz in his sixth case (Fig. 7). 1 


able to find any record of rigors in an infant who 
had not malaria without there being pus in the 
urine. 

Beside the striking degree of fever, the patients 
complain either throughout, or during, the pyrexial 
attacks, of much general discomfort and aching. 
This, as is shown by the case of Anna S—, is 
not always, but is usually present. Dr. Thomson 



Fig. 7. 


Even in young children the temperature is of 
this hectic type, with recurrent rigors. Dr. John 
Thomson gives several instances and lays great 
stress upon the diagnostic importance of rigors. 
He recalls their great rarity in little children, in 
whom they are almost always replaced by convul¬ 
sions, and states that he has never seen rigors in 
infants except in this condition, and has been un¬ 


draws attention to the same thing in children, to 
“ the extreme restlessness and distress which they 
display. The apparent discomfort is not, however, 
continuous.” 

A fever of such a type in a puerperal woman 
leads naturally to a suspicion of septicaemia, or, as 
in Mary Ann L—, of septic endocarditis. It has 
been remarked that the less frequent pulse which 
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obtains in cases of pyelitis is a valuable diagnostic I 
symptom. j 

The pulse may be rapid enough at the time of a 
rigor, even 168 for instance (Mary Ann L—). 

It may in the remaining periods rise to 110 or 
even a little higher at times, but it has not even j 
then the continuous rapidity of septicaemia, and | 
usually it is below 100. j 

Another point is the occurrence of rigors. These I 
when frequently repeated are less characteristic of 
a general infection of the blood than of a local infec- | 
tion under some condition of pressure. When the ! 
pressure rises some absorption of toxin apparently 
takes place through the wall bounding the abscess 
cavity, and this produces the rigor and the sudden 
rise of temperature. This is confirmed when, as in 
Mary Ann L— and Anna S—, the blood is found to j 
be sterile. 

Up to this point the physician is only led to the j 
conclusion that there is a general toxic condition 
due to some focus of suppuration. He cannot tell 
where this is except by means of local symptoms. 

These are three in number—pain and tenderness, 
tumour, and pyuria. 

Pain is, after fever, the earliest and most con¬ 
stant symptom. It was absent in Anna S—, when 
under observation, but it seems to have been 
present at an earlier stage. It did not occur in 
Mary Ann L— till quite late. 

Tenderness is equally uncertain. In some cases 
it never appears at all. 

The same is true of renal tumour. The kidney 
was never palpable in either Mary G— or Maggie 
M—, and only for two days in Anna S—. 

It is certainly, therefore, true that these local 
symptoms are very inconstant. 

That however is not thecase with the changes that 
are found in the urine. The presence of pus and of 
microbes in the urine are essential to the diagnosis. 
They are therefore at one time or another present in 
every case. The time at which they appear is, : 
however, uncertain. In my own cases pus was 
visible on admission in two instances (Mary G— 
and Maggie M—). The two remaining patients, 
Anna S— and Mary Ann L—, did not pass pus until 
they had each been in the hospital for nine days, 
that is, in the former a month, and in the latter 
perhaps longer from the first onset of the illness. 

It is to be expected that the bacilli will be found 
much earlier,, even perhaps from the very beginning 
of the case. They were found as soon as attention 
was directed to the urine, and before pus appeared, 
in the case of Anna S—. The reason that they 
were not found earlier in my other cases is pro¬ 
bably because I did not at first think of septic 
pyelitis, and so did not look for them. Until we 
become more familiar with the complaint many 
cases will similarly escape suspicion in the early 
stage, but I expect that when we habitually include 
this among the diseases to look out for, the bacilli 


will be found, and the diagnosis established, both 
easily and early. 

Dr. Dudgeon says that no results of any value 
for diagnosis can be obtained from the agglutinative 
test of the serum, nor from the opsonic or phago¬ 
cytic index. • 

The pus occasionally smells very foul. This in 
Anna S— was quite transient. After the first two 
days of pyuria the fluid was quite sweet. 

Hsematuria is not infrequent. Dr. Thursfield’s 
description of the condition of the pelvis as seen 
at a nephrotomy quite explains how it occurs. He 
says that the mucous membrane was thickened and 
cedematous and was streaked with dilated and 
tortuous capillaries. 

Urine containing the B . cali is generally acid. 
Dr. Box states, however, that the bacillus grows by 
preference in urine that is alkaline or just neutral. 
The two statements are not incompatible. The 
first is certainly true. 

It is thought by some that the pelvis of the kidney 
is in the great majority of cases alone infected. 

| Lenhartz, for instance, found evidence of a paren- 
1 chymatous inflammation in three or four cases 
j only out of eighty. But most writers speak of pyelo- 
1 nephritis, which implies that in their opinion the 
I infection often spreads to the parenchyma. Only 
| one of my patients passed renal casts. The process 
i is described as an infiltration spreading up the 
j collecting tubes rather than along the blood-vessels, 
and therefore occupying the zone of a urinary 
collecting area, and not the watershed between 
them where the blood-vessels lie. As might be 
expected this condition is generally found in the 
cases that come to operation, for these are the 
severest cases, and they are severe chiefly because 
in them the parenchyma is attacked. 

The blood in two of my cases was cultivated on 
suspicion. It was found to contain no organisms, 
but in each the leucocyte count was raised, in the 
one case, Mary Ann L—, to i€,ooo, in the other, 
Anna S—, to 14,000 per c.mm. This leucocytosis 
I is not, however, invariable. Lenhartz has found 
the leucocytes as low as 3000 or 4000. 

| Herpes labialis is a symptom that has been 
I noticed by Scheidemandel as well as by myself. 

Course atidprogress .—The course of the disease 
! is uncertain. Nearly all the patients recover from 
the first acute illness. Legueu found only one 
death in seventy cases of pregnant women. Opitz, 

| Scheidemandel, Cumston, Hicks, and others corro¬ 
borate him. 

In female cases not due to pregnancy the 
immediate prognosis is equally favourable. 

I can find hardly any cases in men which are 
not secondary to obstruction in the lower passages, 
i Barnard had to perform nephrectomy, but Ravogli’s 
j two cases recovered spontaneously. Children, 
| both boys and girls, recover similarly if properly 
j treated. 
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But of all these classes the law holds that less 
than half the patients lose the bacilli altogether. 
Of the remainder some continue to pass visible 
pus, but seem to remain in good general health ; 
in others, who also enjoy good health, the urine 
still contains bacilli, but no pus. These patients 
are liable to recurrence of the original symptoms 
but the liability is slight, and, as Dr. Dudgeon 
remarks, there are plertty of persons passing turbid 
urine who have no other symptoms, and many who 
have B. coli in their urine without showing any 
symptoms at all. 

There are, however, exceptions to this com¬ 
paratively favourable course. In 1908 I saw Mrs. 
X—, a married lady, set. about 40 years, in consulta¬ 
tion. Pyuria had been noticed about a year before, 
and B . coli found in the urine. She had been ill 
almost ever since, and when I saw her was suffering 
from hectic fever, was much wasted, had lost her 
appetite, and was very ill. The left kidney formed 
a large swelling projecting below the ribs, I 
advised its removal. But the sinus left after the 
nephrectomy did not heal, and she died in about 
eighteen months after the symptoms were first 
noticed. The kidney was riddled with small 
abscesses. It had been left much too long. 

The cases in which pyelitis in men is secondary 
to prostatic enlargement or urethral stricture form 


The path by which it reaches the renal pelvis 
has been a matter of considerable dispute. 

The kidney can no doubt be infected through 
the circulation. Common examples of this are 
the infarcts of septic endocarditis and the tiny 
abscesses of pyaemia. French writers believe this 
to be the common mode of infection with B . coli . 

Others on the contrary have thought infection 
by contiguity from the large bowel to be the most 
probable. 

But neither of these hypotheses explains the great 
preponderance at all ages of female cases, and 
there is, I believe, no reason for this that can be 
given except the anatomical difference in the sexes. 
Infection easily passes from the rectum and anus to 
the vulva, and so into the female bladder. Visible 
contamination of the vulva was found by Dr. John 
I Thomson in all his infantile cases. Such an 
infection of the male urethra is, on the other hand, 
very unlikely. Mr. Bond of Leicester (‘ Brit. 
Med. Journ.,’ ii, 1907, p. 1639) showed that an 
upward current could be made out at any rate in 
cases after operation, and it is quite possible that it 
may exist in health, so that, given the infection from 
below, its upward spread is easily intelligible. The 
difficulty of adopting this explanation is the absence 
in some cases of cystitis. I am, however, not 
satisfied that this is absent so often as stated. 


a class by themselves with a more serious prognosis. 1 Lenhartz found symptoms of bladder affection in 


Kiister, who includes these cases in his statistics, t only five out of eighty cases. But I cannot help 


finds a fatality of 43*9 per cent. But he himself thinking that if careful inquiry were made into the 


points out how fallacious such statistics must history of onset they would be found more often. 


always be, and they do not in any way represent > P'requent micturition was the first symptom in at 
the class which I am considering. j any rate two out of my four cases which had lost 

Pathology .—The infecting agent is almost always all irritability of the bladder when admitted. 

B. coli communis , or some member of that group It is also to be remembered that, as the convales- 
diifering slightly from the type in some point of 1 cent cases show, the bladder may be very tolerant 
culture. Dr. Herbert Williamson informs me that I of the bacilli. 


he has had nine successive cases in pregnant j It really is not known why symptoms are severe 
women due to typical B. coli. But occasionally in one case and absent in another, or in the same 
there is a mixed infection, and occasionally a gono- case are now severe and now absent, while the 
coccus or a streptococcus infection has been I bacilli are present in both cases, or in the same 
noticed. ' i case at both times. There must be some cause 


The following table * gives the reactions of three 
cases recorded in this paper : 



Mary 

Anna 

Arthur 


G—. 

S—. 

D—. 

Conradi-Drijalski . 

? 

— 

+ 

Glucose 



* 

Saccharose . 

— 

— 

* 

Lactose 

* 

— 

+ 

Adonite 

— 


— 

Dulcite . 

* 

— 

+ 

Neutral red . 

+ 

4- 

4" 

Milk . 

-f- clot 

4- 

4 - no clot 

Gelatine 

+ 

— 

4- 

Broth (indol) 



— 

* The signs have the following meaning: 

- , no re- 

action ; + , formation of acid, 
of both acid and gas. 

but not of 

gas; 

*, formation 


| as yet unrecognised increasing the virulence of the 
bacillus, or lessening the tolerance of its host. 

Treatment .—The treatment of these cases is 
sometimes simple and successful, sometimes the 
reverse. 

Most authors agree that in the great majority of 
cases treatment by urinary antiseptics, such as 
urotropin, helmitol, and salol, or by alkalies, com¬ 
bined with copious draughts of water or of some 
harmless saline is sufficient. 

In some cases fever continues and the patient 
| begins to lose ground. Then nephrotomy or 
nephrectomy is required. Some favour the milder 
operation, others, like Mr. Barnard, the severer. 

But a very important point is brought out by 
I Mr. Lockwood (Clinical Journal, xxxi, 1907, 

| p. 67). He was called uj-on to remove a suppurating 
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left kidney, and found by means of Luy’s separator 
that this had cleared up but that the right had 
become affected. This migration of infection is 
well known, and is believed by Lenhartz to be the 
cause of recurrent attacks of fever which mark 
some cases. It would then resemble a relapse in 
pneumonia due to the implication of the other 
lung. 

An operation ought therefore not to be performed 
except to preserve the patients life from the 
exhaustion of a chronic suppuration, for unless the 
urinary passages can be thoroughly cleared of the 
bacilli, which can never be promised, the danger 
of infection of the only remaining kidney is always 
present. 

In infants and little children Dr. John Thomson 
has found that the only essential treatment consists 
in the thorough and long-continued neutralisation 
of the acid in the urine by the administration of 
alkaline remedies. He writes to me; “ If the 
treatment is begun late or is inefficiently carried 
out there is considerable risk of a fatal result from 
the infection spreading to the kidney substance 
and causing multiple abscesses there.” He employs 
potassium citrate in large doses. 

Dr. Dudgeon found some benefit from the use 
of an anti-colon serum. 

In two of my own cases, Anna S— and Mary L—, | 
I employed, along with urotropin, vaccination with 
the infecting organism, obtained from the patient’s j 
own secretion. In the former the treatment was I 
continued for two months in doses gradually 
increasing from 2,000,000 to 200,000,000 bacilli. I 
This treatment is more advanced in England, ! 
thanks to the researches of Sir Almroth Wright, 
than abroad, and, as it is still under trial, it is 1 
worth while to consider with some care what it 
aims at effecting, and how far it succeeds. It aims I 
at creating in the blood such an antidote to the 
poison injected as shall be able to destroy the j 
infective agent or to diminish its power. The first 
it appeals in the present instance incapable to | 
effect. The patient, Mrs. X—, had been injected 1 
continuously for six months and again at a 
later period before I saw her. Yet the treatment 
bad not destroyed the bacilli, and the kidney was 
riddled with small abscesses. Nor could I ascribe 
to vaccination any change in the symptoms of the 
hospital cases. The sudden fall of temperature in 
each instance seemed to depend solely upon the 
sudden evacuation of pent-up pus. From that 
time the temperature became normal. The same 
sudden fall of temperature can be seen in the two 
cases, Mary G— and Maggie M—, that were 
treated by urotropin alone. Dr. Herbert William¬ 
son tells me that out of ten of his cases in which 
vaccination was employed one alone showed a 
change of temperature that might have been due to 
the remedy. The gradual diminution of the amount 
of pus discharged was alike in those of my cases 


which were, and in those which were not, vacci¬ 
nated. It is the normal course of the disease as 
described in many unvaccinated cases recorded by 
others. Dr. Dudgeon says that out of a large 
number of patients treated by vaccination very few 
showed material improvement. In particular the 
rise of the opsonic index is no guarantee against 
relapse of symptoms. The case is different, so my 
colleague, Dr. Andrewes, informs me, in some 
cases of B. coli cystitis in elderly men. He tells 
me that in some of these the irritability proper to 
cystitis is prevented only by frequent vaccination, 
and reappears when the treatment is omitted. 

At best, then, vaccination relieves certain sym¬ 
ptoms in the lower urinary passages. It does not 
alter the course of the disease in the upper parts, 
and it does not kill out the infection. 1 am by no 
means sure that the treatment is without a danger 
of its own. But I am convinced at any rate of two 
things: that if by the false hope of cure it encourages 
the postponement of an operation which on clinical 
grounds appears advisable, it will be responsible 
lor more deaths than cures, and also that it ought 
never to be carried out except under the super¬ 
vision of a man in ordinary clinical practice. 
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PARALYSIS IN CHILDREN IN 
SOME OF ITS CLINICAL 
ASPECTS.* 

By GUTHRIE RANKIN, M.D.Glas., F.R.C.P. 
Lond. and Edin. y 

Physit?ian to the Dreadnought and Royal Waterloo 
Hospitals. 


There are many varieties of paralysis to which 
children are subject, and this afternoon I desire to 
ask your attention to two of the most important 
types, which I am able to illustrate by interesting 
and graphic cases. The children before you are 
all suffering from paralysis, three of them from a 
spastic paralysis of cerebral origin, and the fourth 
from a flaccid paralysis of spinal origin. It is 
instructive to look at a few cases together when 
the opportunity offers, because the contrast between 
the set of symptoms indicative of one lesion and 
the set dependent upon another lesion is, on 
clinical comparison, so striking as to rivet our atten¬ 
tion and impress permanently on our memories 
differential characteristics that otherwise are readily 
overlooked or forgotten. Before referring to these 
little patients—who have been sent over from the 
Waterloo Hospital—I may perhaps remind you 
that spasticity, increased reflexes, and unwasted 
muscles with normal electrical reactions are the 
characteristic features of a lesion situated some¬ 
where in the cortex or between it and the anterior 
horns of the spinal cord, in what is known as the 
upper motor segment; whereas flaccidity, absent 
reflexes, muscular wasting, and the electrical re¬ 
action of degeneration are equally characteristic 
of a lesion in the ventral horns of the cord, or 
between them and the nerve terminations in the 
muscles, in what'is known as the lower motor 
segment. The upper and lower segments are, as 
you know, quite distinct from one another. The 
upper segment neuron, which originates in a 
cortical cell, passes down in the internal capsule 
and pyramidal tract to the opposite side of the 
spinal cord, where it terminates in arborisations 
about the cells of the ventral horns. The lower- 
segment neuron originates in an anterior horn cell 
of the cord, and passes down in the peripheral 
nerves to be distributed to a voluntary muscle, 

# A lecture delivered at the London School of Clinical 
Medicine. 


| where it ends in arborisations in the motor end- 
1 plates. 

! The spastic paralysis which depends upon dis¬ 
turbance in the upper segment of the motor 
apparatus may be either hemiplegic, diplegic or 
paraplegic in type; is often accompanied by 
aphasia and by athetosis, and not infrequently 
also by epilepsy and mental incapacity. The 
brain may be injured or diseased during foetal 
life, or at birth, or in infancy, with the result 
that its proper development is interfered with so 
that cerebral atrophy of varying extent is pro¬ 
duced. It is believed that cerebral thrombosis 
or encephalitis may occur in the foetus, that 
meningeal or cerebral haemorrhage may take place 
as a consequence of accident or disease affecting 
the mother, and that especially syphilis in either 
parent may interfere with the normal development 
of the child’s nervous system. In cases which date 
from birth there is often a history of a prolonged 
and difficult labour or of instrumental delivery. In 
cases which happen during infancy the symptoms 
appear suddenly as the result either of an injury, 
such as a fall on the head, or as a complication of 
one or other of the infectious disorders of child¬ 
hood. Stray cases are also met with in which no 
catise can be found to account for the onset of the 
disease. In all these spastic paralyses the typical 
pathological lesions are a sclerotic atrophy of the 
hemispheres, varying in situation and extent, 
accompanied, in many instances, by evidences 
of haemorrhage or by cavitation in the substance 
of the brain, known as porencephalus. Micro- 
cephalus, in which all the measurements of the 
skull are less than normal, is frequently found in 
association with mal-development of the brain. 
In cases where the pathological condition is uni¬ 
lateral, the resulting paralysis is hemiplegic in 
distribution and presents the ordipary features of 
ahehuplegia as seen in adults. It may date from 
birth, but more frequently develops during infancy. 
In the latter case it usually sets in with convul¬ 
sions, pyrexia, vomiting, headache, and delirium. 
The onset is often followed by a period of uncon¬ 
sciousness of varying duration, in which the patient 
may die. Should he survive, a gradual improve¬ 
ment takes place, until finally a stationary condition 
is reached in which speech is restored, the facial 
muscles regain their power of movement, but both 
arm and leg remain weak and more or less seriously 
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paralysed. The child drags his leg in walking, and 
presents characteristic athetoid movements most 
markedly in the hand of the affected side. The 
paralysed limbs are stunted in their growth so that 
they are shorter than their neighbours of the sound 
side, and they are liable to contractions which lead 
to various deformities about the ankles and wrists, 
especially to club-foot. Their reflexes are exag¬ 
gerated, and the limbs are often cold and cyanotic. 
Sensation remains normal and the electrical reac¬ 
tions are not seriously altered. The hemiplegic 
defect is a permanent one but it varies much in 
degree, and in favourable cases may prove no 
serious obstacle to many forms of ordinary work. 
The most serious cases are those in which the 
cerebral lesion is so situated and of such severity 
as to give rise to epilepsy or feeble-mindedness, 
and this is, unfortunately, not of very infrequent 
occurrence. Choreic movements may appear in 
the paralysed limbs and remain as a permanent 
symptom, and in right hemiplegia aphasia is not 
an uncommon accompaniment. 

The case illustrative of this hemiplegic type of 
cerebral palsy which I hoped to show you has un¬ 
fortunately not turned up, but I may say, in a few 
words, that the patient, A. B—, is a boy, set. 7 
years, who was born of healthy parents after a 
normal labour. When he was two and a half years 
old he was suddenly attacked with a feverish 
illness, accompanied by convulsions, and was 
found, as he recovered, to be paralysed down 
his right side. Since that illness he has occasion¬ 
ally suffered from fits of an epileptiform type, and 
his mental development is below normal, though 
not so poor as to prevent a fair amount of educa¬ 
tion. He has no facial paralysis, but his expression 
lacks that complete degree of bright intelligence 
which belongs to the sturdy and active child. His 
speech, though slow and careless, is not aphasic. 
He is undemonstrative but has an averagely good 
temper. Both right arm and leg are wasted from 
disuse and shorter than those of the sound side. 
Athetoid movements are well marked in his hand, 
and his leg shows increased knee-jerks with ankle 
clonus and Babinsky extensor reflex. He is club¬ 
footed, but this deformity is so well corrected by a 
suitable boot that he can run as fast as most boys 
of his age. His fits have recently been very occa¬ 
sional and his general health is satisfactory. 

The next two cases are examples of diplegia 


j dependent upon different causes, but both mani- 
| festing very strikingly the symptoms which ensue 
j upon a bilateral affection of the cortex. In cases 
I which result from intra-uterine disease, and there- 
j fore date from birth, a condition of bilateral 
! paralysis of arms and legs, or of legs alone, may be 
! observed as soon as the child is born, but it 
| becomes more apparent after a few weeks as 
! attempts at voluntary movement become stronger. 

! The leg muscles are rigid and the reflexes are 
j plus. In other cases, especially after an attack of 
one of the infectious diseases, the diplegia does 
not declare itself until after the attack of measles, 

I whooping-cough, or other infective disorder of 
j childhood upon which it is dependent. In such 
' instances, as the child grows, its limbs are found 
I to be stiff, and when the time comes for it to 
I attempt to walk the legs overlap one another so as 
| to produce what is known as a “ scissors-gait.” 
i Frequently the child gets its toes only on the 
ground, being unable to put the heels down so far, 
j and it is often an impossibility for it to balance its 
! body on its legs. Sometimes it never learns to 
| walk at all and is completely bedridden. The tendon 
reflexes are always exaggerated and the muscles of 
the limbs are poorly developed, but there are no 
j bed-sores, no sensory symptoms, and no sphincter 
inefficiency. Mental defects are of common 
occurrence, and in about two thirds of the cases, 

I both hemiplegic and diplegic, epileptiform attacks 
j develop. These attacks usually differ from the fits 
of idiopathic epilepsy in being of a character which 
indicates a local origin in the cerebral cortex, the 
point of greatest irritation in the cortex being 
| revealed by the part of the body first affected in the 
| convulsive seizure. The mental defects vary in 
severity from idiocy, either congenital or acquired, 
to imbecility, and from that to minor degrees of 
impairment of reasoning power, judgment, self- 
control, and moral rectitude. Sensory defects, such 
[ as blindness or deafness, are not uncommon. This 
| child, C. I)—, aet. 7 iyears, is a typical example of 
' congenital diplegia accompanied by a marked 
j degree of imbecility. The mother had two mis 
carriages before her first child came, and this girl, 
who is her fourth child, was born prematurely 
at six and a half months. So far as can be 
ascertained the other children of the family 
are healthy. This child has suffered from fits 
since her birth, and has never been able to 
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walk. You need only look at her to see that 
she is mentally deficient, and though she is not 
hopelessly idiotic, she is capable of only a minor 
degree of obedience or of normal response to the 
influences which ought to guide her conduct. She 
is unable to fix her attention continuously upon 
anything; is inattentive to the calls of Nature, 
is restless, irritable, and often bad-tempered ; is 
destructive of her toys, is apparently incapable of 
the natural affection of childhood, and can retain 
no permanent impression of any attempt to tram 
or educate her. She has an internal strabismus of 
her left eye, but both discs are normal. There is 
no evidence of disease in any internal organ, but, 
as you see, her legs are contracted and spastic, both 
knee-jerks are grossly exaggerated, there is an 
active ankle clonus on both sides, and the Babinsky 
reflex is strongly developed. The epileptiform 
attacks vary in frequency, and though fewer since 
she has been in hospital and under the continuous 
influence of bromide, they have numbered as many 
as sixteen or eighteen in the course of a day. In 
this patient we have an illustration of what has been 
mentioned as common in convulsions of this type, 
because it has been noted that all the fits observed 
in hospital have commenced in the right hand and 
have travelled from there to the face before 
becoming general. We are entitled, therefore, to 
infer that the focus of their origin is situated in the 
lower part of the left Rolandic area. The prognosis 
is hopelessly unfavourable, and the facts of the case 
suggest the likelihood that specific disease in one 
or other parent may be responsible for the cortical 
sclerosis which is probably the immediately causa¬ 
tive pathological factor. The next child to which 
I call your attention is a boy, E. F—, aet. 5 years, 
whose legs present exactly the same physical signs 
as those I have demonstrated to you in the girl. 
Spasticity, with plus knee-jerks, ankle clonus, and 
extensor toe response are all easily elicited, but the 
child can make some use of his legs, and you will 
notice when I put him on the ground that his 
attempts at progression are of the cross-legged 
type, and that he is unable to do more in the way 
of putting his feet to the ground than to reach it 
with the points of his toes. In contra-distinction, 
however, to the little girl, he is bright and intelli¬ 
gent, good-tempered, clean in his habits, and both 
placid and rational in his behaviour. He was a 
healthy child in every respect until June last, when 


he contracted measles. The disease ran its normal 
course, but during convalescence the parents dis¬ 
covered that he suddenly lost the power of both 
his arms and legs. The arms gradually recovered 
but his legs have gone from bad to worse, and 
since his attack of measles he has been unable to 
stand or walk without assistance. There is no 
history of headaches or convulsions. The internal 
organs are healthy, there are no bladder, rectal, or 
sensory troubles, and there is no muscular wasting 
in the extremities. The legs are somewhat thin, 
but this is from want of use only. They are 
continuously flexed as you see them now, and are 
in a condition of moderate spastic rigidity. About 
three weeks ago he complained of headache and 
had an attack of vomiting. This led to an examina¬ 
tion of his eyes, when his discs were found to be 
abnormally red and suggestive of an approaching 
optic neuritis. So far the suspicion has not been 
confirmed by any further developments. Here we 
have a case of typical diplegia, not dependent like 
the other upon any congenital fault, but secondary 
to a mild encephalitis produced by the poison of 
measles. We are so accustomed to look for the 
complications of measles in the respiratory tract 
that it is instructive to be reminded by a case like 
this that difficulties occasionally arise elsewhere, and 
that the brain is not exempt from liability to 
damage from the poison of what is perhaps the most 
common disease of childhood. The prognosis in 
such a case as this is, at the present stage of its 
development, uncertain. The local pathological 
changes may not proceed much farther, but, on 
the other hand, the cerebral sclerosis which 
undoubtedly exists may, later on, impair mental 
development, give rise to epileptiform seizures, or 
lead to an extension of spastic paralysis such as 
may sooner or later prove fatal. 

I now bring before you, for the short time that 
remains at our disposal, another case of childhood 
paralysis which illustrates a different pathological 
lesion ; one, namely, which has nothing to do with 
the cortex, but which involves the anterior horns 
of the spinal cord; one which, in other words, is 
situated, not in the upper, but in the lower segment 
of the motor apparatus. 

G. H— is a child, aet. 2\ years. He was ad¬ 
mitted to the Waterloo Hospital on November 
10th on account of loss of power in both arms 
and both legs. The history given of his illness 
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was that three weeks previous to admission, he was 
suddenly seized with an acute illness accompanied 
by increased temperature, headache, drowsiness, 
vomiting, and restlessness. The condition was 
regarded as due to a chill, and there were no 
evidences of organic disturbance to suggest that 
the pyrexial state was dependent upon any localised 
inflammation. After the feverishness had suMded 
it was discovered that the child had lost the capa¬ 
city for movement in all four limbs. This initial 
paralysis slowly improved and power was gradually 
restored to both legs and to the right arm, but the 
left arm remained immobile and was observed to 
be undergoing a process of progressive wasting. 
On examining the child now we note that he has 
full power of movement in his legs and right arm, 
but that the left arm is flaccid and completely 
paralysed. 

It is further evident that the left arm as com¬ 
pared with the right is shrunken, and that the 
elbow and wrist reflexes are absent. Several 
muscles of both the upper and fore arm present 
the usual reactions of degeneration to electrical 
stimulation, and there is obvious coldness to touch 
throughout the length of the limb. The knee- 
reflexes are normal and there is no spasticity of 
the legs, no ankle clonus, and a quite distinctive 
flexor plantar reflex. The child is intelligent, 
mentally normal, and there is no record of head¬ 
ache or of convulsive seizures. The lesion which is 
responsible for the picture which the child presents 
is that with which we are familiar under the name 
of acute anterior poliomyelitis, and which has its 
situation in the multipolar cells of the ventral horns 
of the cord. In this case we have a typical 
example of an acute disease affecting the lower 
motor segment, just as in the previous cases we 
were presented with examples of an acute process 
manifesting itself through the upper segment. The 
cause of anterior poliomyelitis is unknown, but the 
suggestion that it may be microbic or toxaemic is 
supported by the facts that the disease is most 
prevalent during the warm months of the year, and 
that, during summer, it not infrequently occurs in 
one locality or another in epidemic form. The 
mode of onset in some cases of cerebral palsy 
suggests the possibility that that disease may, 
under certain circumstances, be identical with 
acute anterior poliomyelitis and may be due to 
an infective polio-encaphalitis. It is true that 


in both conditions the paralysis is apt to occur 
after an attack of one or other of the specific 
fevers, but the seasonal incidence and epidemic 
occurrence which are such strong arguments in 
favour of the specific nature of acute anterior 
poliomyelitis have no parallel in cases of infan¬ 
tile palsies of cerebral origin. I need not trouble 
you with details of the symptomatology, but 
for the sake of comparison with the cases of 
upper segment paralysis which we have seen, I 
may remind you that the broad outlines of acute 
anterior poliomyelitis comprise: a sudden onset, 
rarely attended with convulsions ; a temperature 
which lasts for a few days and is subject to slight 
morning remission; paralysis which may affect 
both arms, or both legs, or all four extremities, 
and which is much more extensive at the onset 
than it is destined to be permanently; absence of 
bladder or rectal troubles, or of bed-sores; atrophy 
and flaccidity of the muscles which are perman¬ 
ently paralysed, with a rapid development in them 
of the reaction of degeneration ; impairment of the 
circulation through the paralysed limb causing 
coldness and blueness of surface; partial arrest 
of growth of the affected limb; a loss of reflex 
action at the level of the lesion ; preservation of 
sensation and of mental activity; and a tendency 
to ultimate deformity of the joints in the affected 
limb. The progress of the disease may be divided 
into stages : after the acute onset there is a period 
of maximum paralysis lasting for from one to six 
weeks; then a period of gradual improvement 
which may go on for six or nine months ; and 
finally an established condition in which paralysis, 
more or less extensive, remains as a permanency in 
the muscles innervated by those horn-cells which 
have been hopelessly destroyed by the severity of 
the attack. Complete recovery is so rare as to be 
almost unknown. 

These cases illustrate in a striking manner two 
great varieties of paralysis to which children are 
subject from disease affecting the motor side of the 
nervous system, and their observation compara 
tively, after the manner we have attempted this 
afternoon, affords an objective and clinical con¬ 
firmation of the book-story regarding them with 
which we are all, more or less, familiar. As 
children seldom become in-patients of this hospital 
we have little opportunity of seeing examples of 
these various paralyses in our wards, and I there¬ 
fore hope it may not have been unprofitable to 
utilise the opportunity afforded me to-day for con¬ 
sidering with you examples of nerve disorders 
which are important, and in,everyday practice by 
no means uncommon. 

January 24 th, 1910. 
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DISEASES SIMULATING CYSTITIS 
IN THE FEMALE. 


By HURRY FENWICK, F.R.C.S.Eng., 
Senior Surgeon to London Hospital. 


Having touched in a previous lecture upon a matter 
like cystitis, with which you are familiar, I wish 
now to direct your attention to a subject with which 
you are not so familiar, and your grasp of which, 
perhaps, is not so certain. I refer to that class of 
renal diseases which have the power of so accurately 
simulating inflammation of the bladder as to 
confuse your diagnosis, discourage your patient, 
and depreciate your best efforts to relieve. 

Do not some of us still cling to the belief that 
washing out the bladder is the panacea of any and 
every case of cystitis, and when relief is thereby 
obtained that our diagnosis of cystitis is confirmed ? 
Is it not true, however, that our faith in this treat¬ 
ment has been sadly shaken in one or two cases 
by finding that months of bladder-washing has 
been love’s labour lost, and our patient in con¬ 
sequence sadly recognises that we are not infallible, 
and that her faith in our skill is rudely shaken by 
the failure of a very unpleasant and often painful 
process ? 

Now the fact is the cases we do not readily 
succeed in relieving by bladder wash are generally 
renal or ureteric in their origin. I would even 
formulate a maxim, rough and ready though it is: 
Curable cystitis in the female is tantamount to 
infection from below—by way of urethra. Obstinate 
cystitis is nearly always due to infection from above 
—by way of the ureter. 

It is far beyond the limits of my time and of 
your patience to fully justify the truth of the latter 
part of this maxim. I intend only to place before 
you three diseases of the upper urinary tract in the 
female which you will often meet with in the 
routine of your practice and which simulate cystitis, 
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and in which vesical irrigation is not only painful, 
but worse than useless. 

They are as follows : 

(1) Bacillus colt communis infection of the kidney 
(hsematogenous). 

(2) Tuberculosis of the kidney (hoematogenous). 

(3) Ureteritis due to uterine “sag.” 

I will allude to each briefly, simply, practically 
and dogmatically. 

The clinical pictures are fairly trustworthy ; they 
are drawn from patients who seemed freest from 
such complicating diseases as introduce errors of 
observation. 

(1) Hematogenous Infection of the Kidney 
by the Bacillus Coli Communis.* 

Definition. —An urinary infection of varying 
intensity, in the milder grades of which bladder 
symptoms are the more prominent. 

Let us consider the milder degrees of infection 
first, for these are those met with most often in 
general practice. 

We are all aware that micro-organisms pass out 
of the body through the kidney as through a sieve, 
and may induce no trouble whatever in their 
transit. We all of us know that five, ten, or fifteen 
minutes + after injecting the anthrax bacillus, or 
the coli bacillus, or the aureus , or what you like 
into the blood of an animal, that the microbe in¬ 
jected leaves the body in the urine and leaves no 
trace of its track behind. It is also a well-authenti¬ 
cated clinical and experimental fact that when two 
conditions are present, viz. an unhealthy area in 
the kidney or ureter and a blood charged with a 
micro-organism, the inevitable result ensues in the 
form of irritation and disease in the locus minor is 
resistentice. 

Lastly, we know that because women are par¬ 
ticularly liable to back-pressure upon the renal 
pelvis, either as a result of a movable kidney or 
from uterine pressure, they are specially prone to 
urinary infections of the haematogenous type. 

It is evident from clinical knowledge that of the 

* This disease has been described since 1888, and yet 
even to-day there are practitioners who have not thoroughly 
grasped its clinical importance, or its frequent occurrence 
in women. 

t Klecki, ‘Arch, fur exp. patholog./ 1897, p. 179. 
Biedl an£ Kraus, ibid., 1895, December 5th; Littman, 
' Deutsches Arch, fur Klin. Med./ 1894. 
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three great groups of infecting septic organisms, 
the staphylococcus, streptococcus, and coli bacillus, 
the last-named is generally the commonest in the 
urinary channels; it is also, luckily, the least virulent 
in its action. 

There is no doubt but that the source of the coli 
is the bowel. What sets it free into the circulation 
is still a problem—probably some slight damage to, 
or erosion of, the protective epithelium.* 

Perhaps a clue, which I personally cannot follow, 
lies in the fact that many of the cases occur in the 
winter months and appear coincidently in locali¬ 
ties affected by epidemic influenza. Waiving the 
question of the exact path whereby the blood 
is affected, we find that when the Bacillus coli 
communis spontaneously impairs the integrity of 
the urinary tract of the female, it often appears as 
a renal pelvitis—a coli inflammation of the mucous 
membrane of the renal pelvis.f 

If, now, we collate a fair number of unequivocal 
cases, we find they have quite well-defined clinical 
features and a well-marked history. 

The Clinical History . 

The patient has not been feeling well for a few 
days—complains of slackness; headache, being 
easily tired, or nothing very definite perhaps, but 
she is not quite herself. These prodromata mark 
the gradual increase of the Bacilli coli in the 
blood. 

She is suddenly seized with a frequent desire to 
empty her bladder; the act, which is repeated 
perhaps as often as every five or ten minutes, 
affords no satisfying relief and it is accompanied by 
a scalding pain. A slight chilliness or even a shiver 
is coincidently noticed, and if the degree of the 
infection is severe a distinct rigor develops. 
Fever appears, the temperature rising to ioo’5° 

# Compare r<?/t-bacillary infection of the urinary 
channels in many of the cases of retention after rectal 
operations. Cases in which the three great factors for 
co/f-bacterial invasion are present: ( a) A breach of sur¬ 
face of the intestine; (6) a congestion of vesical neck ; 
(c) a retention of urine. How many of us are still 
blamed, and are even still pilloried, for using “ dirty *’ 
catheters, when all the while the occasional cystitis super¬ 
vening upon pile operations is due to the co-existence of 
these three conditions ? 

f I have not sufficient data to draw any conclusions 
from the actual number of the Bacilli coli communis in 
1 c.c. of blood necessary to evoke a renal pelvitis. 
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to ioi° F. or higher. Within hour the urine 
becomes murky. It is never high-coloured. If 
the glass or bottle containing it is shaken and held 
up to the light a curious shot-silk appearance is 
produced in the eddies of the urine, or a light 
cigarette-smoke-like aspect. This appearance and 
the fishy smell which is present is increased when 
the urine is stale. The urine contains pus, a little 
albumen, a few red cells, and bacilli of the coliform 
type {Bacilli coli communis ). If the vesical strain¬ 
ing becomes marked blood is noticed in the last 
few drops of the water : 

The practitioner is summoned, and naturally he 
suggests, if influenza is about, that the symptoms 
are due to an attack of this disease, and seeing the 
water murky he prescribes urotropine. Up to now 
he has acted routinely and wisely, if the case be 
mild. But in a few hours the patient complains 
of pain in one loin over the kidney—it may be 
the right—and if the bimanual examination of this 
organ be skilfully made it will be noticed that the 
kidney is distinctly tender and the loin resistant; 
the muscles may even be rigid. The temperature 
subsides in four or five days, the kidney becomes 
less sensitive, the frequency diminishes, but the 
scalding remains and the urine is turbid. 

About the seventh day the temperature is normal, 
and the medical man congratulates himself and 
permits the patient to get up. Perhaps the permis¬ 
sion has not been granted or has hardly been taken 
advantage of when the temperature suddenly rises 
again, and the opposite kidney becomes tender 
and that loin rigid, and the bladder symptoms recru¬ 
desce. This apparent exacerbation of the disease 
takes place, I believe, when both kidneys have been 
weakened by previous ill-health. 

Gradually the symptoms subside, the tempera¬ 
ture oscillates in the lower grades, becomes normal, 
and after three weeks the patient is fairly conva¬ 
lescent. 

The urine has become clear to the eye, the 
blood has disappeared, but there is still some 
scalding on urination ; the coli are non-apparent, 
but they are there and may be found microscopi¬ 
cally together with pus cells. Any depreciation in 
health, any shock or severe chill is liable to cause 
a return of the symptoms, either in the course of 
months or even years. 

This is the course of the mildest form of coli 
nephritis. 
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Now, may I be presumptuous enough, even 
captiously critical enough, to draw a distinction 
between the treatment advised for this by the 
nineteenth century rule-of-thumb man and the 
modern man. 

The rule-of-thumb man will say at once : “ Cysti¬ 
tis ! I will send on a nurse to wash out the bladder. 
Blood in the urine ! I must sound for stone.” You 
notice there is no question raised as to the judg¬ 
ment of washing or sounding in acute and recent 
symptoms. It is merely a rule of thumb—pus, 
wash ; blood, sound. 

Now, from my own experience I can assure you, 
under the conditions named, that with the sound¬ 
ing or vesical washing the patient will suffer 
unnecessary pain, the so-called cystitis will not 
subside, the variety of the bacteriological flora in 
the urine may increase, and that it may in 
consequence be impossible to cure that patient 
of persistent coli cystitis. I do not blame the 
practitioner who acts in this way; I merely mention 
what is done. 

The modern man follows the routine which I 
have indicated in all cases of apparent cystitis. 
He gives urotropin, does not wash. He does not 
allow his patient to pass water when in the hori¬ 
zontal position, but gets her to empty the bladder 
on the commode, and thus avoids a “ postural 
cystitis.” He examines the heart and notes the 
tonelessness of the sounds. He despatches a 
sample of urine to an expert bacteriologist, and for 
a few shillings he obtains a report as to whether 
there is Bacillus coli or tubercle , or any other form 
of microbe in the urine; and if he finds that it is 
probably a haematogenous infection he refrains 
from washing out the bladder. He has a vaccine 
prepared as soon as possible, and starts giving the 
patient small doses subcutaneously at intervals of 
every week or fourteen days without delay. He 
remembers that only in the early stages of coli 
nephritis are vaccines of any value, and therefore 
the sooner he can get it done the better. When 
the case is chronic the vaccines may relieve the 
bladder pain but it will not free the urine of coli. 
Now as regards medicines in coli nephritis—and 
the public demand medicine—the best of all is 
the hexa-methylene tetramine group.* They do 


* This chemical has many popular names—urotropine, 
cystamin, metranine, uritone, vesalva, 
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not relieve pain, but they do certainly curtail the 
virulence and output of bacteria. 

But, gentlemen, I have only r mentioned the 
clinical history of a mild case of coli nephritis. 
What about a severe infection ? I again repeat 
they are rare. You may never meet with one. I 
only allude to the type because much stress has 
been unduly placed upon it in recent papers for 
practitioners, and this prominence has cast the 
usual mild type into the mental shade. We are all 
aware that the acuteness of the onset of the sym¬ 
ptoms of appendicitis is a valuable guide to the 
severity and danger of the attack ; just so in coli 
nephritis, or any form of microbic nephritis. 

If the symptoms start with a severe rigor and a 
high temperature the infection is probably a severe 
one, and when severe it is usually unilateral. It, 
moreover, demands energetic surgery, and if over¬ 
looked has a grave prognosis. There is unilateral 
abdominal and loin pain, rigidity of muscles of the 
same side, nausea, headache and general prostra¬ 
tion. The temperature rises to 102°, 103°, or 
io 4°F. ; the patient becomes delirious. There is 
some frequency and pain in urination, but the force 
of the disease has fallen on the renal parenchyma 
and not the pelvis. The urine is scanty, albumen 
is present, and blood and pus are present micro¬ 
scopically. The toxic symptoms may now subside, 
but if they do not the only chance of life is surgical 
interference. On cutting into the kidney the fat 
of the perinephric area is cedematous, the kidney is 
large, swollen, dark-coloured and mottled. Here 
and there are definite raised dark indurations. If 
these are sliced into they will gape ; they may even 
have pus in them which will show on cultivation 
the B. coli communis . Each cut is packed with 
gauze and the renal pelvis is drained. After this 
the patient will probably recover provided the 
bacillus is the coli communis .* Much, however, 
depends on the surgeon's judgment. If there are 
purulent infarcts the kidney should be removed at 
all hazards, and when this is done the relief is little 
short of marvellous. No medicine is of any avail 


* Equally rare are those mixed unilateral infections of 
the kidney in which the streptococcus and staphylococcus 
play so dangerous a part, and in which nephrectomy is a 
life-saving process. I do not want to confuse the issues by 
dealing with them here, for I am considering merely the 
simple cases of general practice. 


in these dangerous cases of acute infections—only 
surgery. 

(2) Tuberculosis of the Renal Pelvis. 

Now a few words about the other disease of the 
renal pelvis which so closely simulates cystitis. I 
refer to renal tuberculosis. You will at once note 
points of resemblance between it and coli nephritis, 
and also mark wide divergences. 

Clinical Histology of Renal Tuberculosis in Women . 

The patient is a girl or young woman, and the dis¬ 
tressing bladder symptoms start quietly—insidiously 
for the most part. There is an increased desire to 
urinate, perhaps a little difficulty, but always 
urethral pain during and after the act. The water 
is murky, not necessarily bloody. 

If the practitioner looks at the water he will 
notice it to be of a light straw-colour, for it has a 
low specific gravity (1010). It is very slightly 
milky, it has no smell, it is fairly acid, essentially 
different from the B. coli urine, which has a slight 
stale, fishy smell, and "a shot-silk wave in its sub¬ 
stance when the glass containing it is shaken and 
held up to the light. The practitioner will note 
that the symptoms of vesical distress in tuberculosis, 
instead of decreasing in force, as in coli nephritis, 
become more marked as the weeks go by.* More¬ 
over, a few questions will usually elicit the fact that 
the bladder distress has been preceded or accom¬ 
panied by a dull aching pain in the loin, over the 
kidney area, not an acute agonising pain as in 
coli nephritis ; also that as the weeks go by the 
course of the renal pain has been intermittent— 
now better, now worse—but it is rare for the renal 
pain to be so acute in its onset as in acute coli 
nephritis. 

Should the urine be submitted to a competent 
bacteriologist before the bladder is washed out 
tubercle bacilli will be easily discovered,f and here 
the modern man will differ very greatly from the 
rule - of - thumb man in his method of treating 
symptoms. 

# This is explained by the cystoscopy, for the penetra¬ 
tion of the caustic influence of the urine on the healthy 
bladder-wall is deeper. 

t It used to be asserted that it was a matter of great 
difficulty to find the tubercle bacillus in the urine. 
Probably in 92 per cent, of all renal tubercle in women it 
will be discovered by a real expert. 
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Firsts he will hesitate about routinely washing 
out the bladder. It is certain that by so doing 
flora will be added to the bladder and the tuber¬ 
culosis will be contaminated with septic bacilli. 
He will realise that the trouble in 90 per cent, of 
all cases starts in the kidney and descends to the 
bladder, and the slight vesical changes are due to 
the caustic action of the tubercle-laden urine. He 
knows that this caustic character can be greatly 
diminished by the action of tuberculin injections, 
starting with a very small dose, say ro'oo nigrm. of 
the new T.R., or an appropriate dose of the vaccine 
from the patient’s urine. 

The only medicines which help this group are 
the santal wood series, and of these the best and 
least distressing is the extract of sandal wood—not 
the oil, for this irritates the kidney. I generally 
give uriform, which is urotropin with Saw palmetto. 

Lastly, in certain cases it is acknowledged that 
nephrectomy will cure the patient, but the judgment 
for this procedure is based upon cystoscopy with 
ureteric catheterisation, both of which need expert- 
hands. 

Before we proceed let us glance back. 

There are two diseases of the renal pelvis which 
irritate the vesical neck and produce symptoms 
which simulate cystitis, but they should be treated 
quite differently to true cystitis. These two 
diseases, the mild coli nephritis and mild tuber¬ 
culous nephritis, affect the kidney differently. 

The coli have a sharp onset and a rapid initial 
progress; the tubercle bacillus is usually insidious, 
mild and quiet in its progress. 

The vesical frequency due to coli has a rapid 
onset and a rapid abatement ; it is marked by 
recrudescences lasting days. The vesical frequency 
of tubercle is uniformly progressive , extending over 
years ; its recrudescence may be marked by months 
of comparative health. 

In both diseases vesical irrigation is best avoided, 
and in both diseases vaccines are to be used at 
once—as soon as the disease shows itself. In 
neither should vaccines be expected or promised 
to cure. 

(3) Ureteritis due to Uterine “Sag.” 

The third form of trouble which simulates 
cystitis and to which I wish to draw your attention 
originates in the left ureter. 

It is merely a localised inflammation of a small 
tract of the ureter at or about the point where that 
channel passes under the broad ligament. Now 
this localised inflammation of the ureter is the 
cause of severe bladder distress and pain and 
functional disturbance of the left kidney. It is 
apparently provoked by the uterus dropping down 
(prolapse) and dragging with it the left ureter, 
causing what I conceive to be a bend or kink in its 
channel. The irritation of the mucous membrane 
of this traumatised area induces nerve excitations 


both startling and widespread ; they seem to be 
increased by uric acid, or oxaluric tides in the 
urine. 

Now it is a fact which has long since been 
accepted that a stone lodged in the ureter just 
near the bladder evokes all the symptoms of stone 
in the bladder, in addition to those symptoms 
which arise in the kidney from ureteric obstruction. 
There is the same frequency of micturition, the 
same tenesmus, the same meatal pain in juxta- 
vesical ureteric stone as in vesical stone. 

Similarly, tuberculous ureteritis of the juxta- 
vesical part of the ureter evokes the symptoms of 
vesical stone. It is conceivable therefore that 
simple ureteritis of the juxta-vesical ureter disturbs 
normal functions of the bladder just as cystitis 
would; but in addition, if the source of irritation 
be prolonged the ureter thickens, the kidney suffers 
from back-pressure, and pain in that organ neces¬ 
sarily ensues. 

A glance at the diagram (Fig. 1) shows you how 
easily the ureter can be affected by changes in the 
uterine position, how readily the bladder and 
kidney will sympathise in its derangement. I 
cannot tell you why it should be the left ureter 
that is usually affected in the manner by a uterine 
“sag.” I cannot, indeed, say why both ureters do 
not always suffer in all cases of uterine prolapse. 

1 can give you no pathological data or research for 
localising the point of the departure of ureteric 
health. I can only assure you that I have had a series 
of patients all presenting very much the same 
symptoms. In these cases I have shown the 
channels of the lower ureters to be free by means 
of the X-ray bougie; the cystoscope has demon¬ 
strated a reddened, narrowed orifice as if stone 
was descending from the kidney; the radiograph 
and the X-ray uterine bougie have eliminated 
ureteric stone. I have never, however, been able 
to cure these patients, who may have suffered years 
of misery with symptoms of juxta-vesical ureteric 
inflammation, until 1 pulled up the broad ligament 
by fixing the uterus to the abdominal wall. 

These conditions surely make out a prima facie 
case for the existence of a clinical entity which we 
have not hitherto recognised, and which might be 
called “kink of the juxta-vesical ureter”; it also 
furnishes an excuse for a line of treatment which is 
successful even if it is directed on a false premise. 

Let me illustrate the matter by quoting a couple 
of cases which I have operated upon and have 
watched subsequently for five years—a duration of 
time which eliminates many errors of observation. 

Case i. —Mrs. A—, aet. 42 years, had been 
treated for nine years for recurrent cystitis. Her 
urine was clear. Albumen, pus, casts, and renal 
epithelia were absent from the secretion, so I 
inquired upon what grounds was the diagnosis of 
cystitis founded ? The lady replied it was because 
of the bladder pain, the urgency and frequency of 
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urination, and the occasional appearance of matter 
in the urine. 

Now this patient’s history was remarkable. 
Sixteen years ago she noticed an aching in her 
vagina ; it was constant but ill-defined. It was 
accompanied by an increased frequency of micturi¬ 
tion. Gradually the vaginal pain localised itself 
to the left side, about one and a half inches up. 
A new pain then developed over the left ovarian 
region, and the frequency of urination increased. 


Her sleep posture was curious. If she kept on 
her left side she was disturbed less by the desire 
to urinate than if she lay on the right. 

“My life,” concluded this lady, in giving her 
history, “ for fifteen years has been a perfect misery 
to me.” 

I first exposed the left kidney in October, 1904. 
The kidney was small and dense, embedded in 
fat ; it was adherent to its capsule, which stripped 
badly. The cortex was reddish and granular, the 



Fig. 1.—Hemisection of the bladder to show the left ureter passing through the broad ligament and “ hugged ” 

by the uterine vessels. (Modified from Kelly.) 


Occasionally the pain became severe, and she had 
her “bad” days, or “attack” days, as well as 
periods of dull pain. If the pain was severe the 
bladder had to be emptied every twenty minutes 
night and day. The patient knew that the act 
would only relieve her temporarily and for five 
minutes, but it did relieve her. 

Twelve years ago pain commenced in the left 
kidney behind, at the costo-vertebral angle. It was 
described as agonising, and its exacerbations corres¬ 
ponded to those of the “ bladder ” pains. 


depressions of contracted bands of connective 
tissue being well marked. I did not see any cysts. 
The pelvis was hollowed ; the ureter was thickened 
like wet maccaroni pipe. I decapsulated, and this 
relieved the pain in the kidney permanently (five 
years), but it did not influence the vaginal or 
ovarian pain, nor was the extreme vesical irrita¬ 
bility altered. I now performed ventri-fixation of 
the uterus, and before doing so examined the 
left ovary. It looked normal. I could not say 
that the floor of the pelvis or the left broad ligament 
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was in any way abnormal. Lifting up and fixing 
the uterus relieved the patient of all her symptoms 
except a two or three hour frequency, and this was 
so greatly reduced that she disregards the symptom. 

Case 2.—Mrs. B—, aet 43 years, sent me in 
1902 as a case of cystitis which was not amenable 
to any form of treatment. The history was as 
follows : 

Six years before seeing me she had a grinding 
pain in her vagina after urination, then vesical 
irritability, then constant pain at the urethral 
orifice, which could be relieved by forcible pressure 
against the clitoris. She used to sit on the arm of 
a wooden chair to effect this pressure. Any stooping 
or stretching the body evoked and increased the 
meatal pain greatly. Pressure of the finger in the 
vagina over the left ureter, which felt like a strap, 
caused exquisite pain in the urethral orifice. 

In addition there was constant aching in the 
region of the left buttock, the left groin, also in the 
left kidney at the costo-vertebral angle. Sleep 
posture was marked ; lying on her left side enables 
her to hold her urine longer, although she had to 
rise ten to twelve times at night and could not 
hold water for more than one hour in the day. The 
urine when I saw the lady was quite clear—oxaluric, 
no casts, no pus, no tubercle bacillus. 

You notice how like these symptoms are to 
those of renal tubercle. 

I treated this patient for three years with but 
little success. But in the year 1904 I had cases 
which gave me the clue to the cause of this 
complexus of symptoms and to the best way of 
relieving them. 

In April, 1905, I performed ventri-fixation of 
the uterus. I could not detect by sight or feel any¬ 
thing wrong with the uterus, broad ligament or 
ovary, but she at once lost the severe pain in the 
vagina. The frequency diminished ; she could hold j 
her water five hours in the day and rose only twice , 
at night. The renal, groin, and buttock pain dis¬ 
appeared and she has remained well up till now. 

To sum up the facts generally elicited in the 
cases I have seen. There are three sites for pain : 
Left side of vagina (one and a half inches up), 
which can be covered by the finger point, left 
groin, and left costo-vertebral area. 

There is marked frequency night and day, re¬ 
lieved a little by lying on the left side, meatal 
pain on the completion of the act of micturition. 
The urine is often clear, but as often it contains 
oxalates, or urates, or phosphates. There is 
generally no pus in the urine, but occasional 
attacks occur upon which pus appears. 

Pressure over the left ureter per vaginam causes 
exquisite pain. The ureter is a little thickened ; its 
channel is patent, there is no stone in it; its orifice 
may be reddened and tumid. Ventri-fixation of 
the uterus relieves the constant pain and the fre¬ 
quency. If the symptoms have been long noticed 


and the kidney pain is severe, this can be cured 
by decapsulation. 

Most of the cases are termed “cystitis,” for at 
one time or other pus appears, but when the urine 
is found to be clear and without casts, or other 
evidence of kidney destruction, and when the X 
ray shows nothing, they are deemed hysterical and 
lelt to suffer. I can assure you, however, that their 
sufferings are extraordinarily severe and their relief 
by medicines very slight. You may correct the 
particular crystal in the urine—uric, oxalic, or phos- 
phatic—by appropriate medication, but you will not 
cure. Surgery can, for the results of ventri-fixation 
are remarkable. 

I have already passed the time allotted for these 
lectures and I tender you my apologies. I can 
only hope that you have had your memory 
refreshed concerning the wise treatment of true 
cystitis. You have had your attention strongly 
directed to an interesting group of diseases which 
simulate cystitis, but which demand treatment 
of an entirely different character to that which is 
generally given to inflammation of the bladder; 
and if I have interested you and guided you a little 
in these last forms of urinary disorders, I shall feel 
amply rewarded for the time I have expended in 
collating my notes of cases which have been under 
my care. 

January 315/, 1910. 


COMMON ERRORS IN INFANT 
FEEDING. 

By ERIC PRITCHARD, M.A., M.D.Oxon., 
M.R.C.P.Lond., 

Assistant Physician to the Queen’s Hospital for Children ; 
Hon. Physician for Infant Consultations at the 
St. Marylebone General Dispensary, etc. 


Errors in the feeding of infants, and the catas¬ 
trophes that follow, are by no means confined to 
artificial methods; they are equally common among 
infants brought up on the breast. In the following 
pages I shall try to analyse some of the causes 
which lead to the disasters which are attendant on 
both systems, of feeding. 

It is now some fifteen years since I published in 
one of our medical journals a short account of a 
new method of feeding infants, which has since 
become known as the American or percentage 
system. I entered whole-heartedly into the method, 
and was rewarded with a series of successes, the 
like of which I could not have anticipated from my 
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previous experiences with the current systems 
of feeding. The theory on which this method 
was founded appealed strongly to me, for it ad¬ 
mitted the individual requirements of different 
infants, and professed to supply them by exercising 
a complete control over the various elements of 
which an infant’s dietary normally consists. The 
theory premised that different animals, and, indeed, 
different individuals, required for the performance 
of their various functions certain stated quantities 
of the main food elements, namely proteids, carbo¬ 
hydrates, and fats. Proteids were mainly required 
for the purposes of growth and the repair of tissues, 
carbohydrates were required for the performance 
of work, and fats chiefly for the production of heat. 
Inasmuch as different individuals grew at different 
rates, performed different amounts of work, and 
existed under diverse temperature conditions, it 
followed, from the terms of the theory, that no 
uniform food could fulfil the required physiological 
conditions in a series of cases. The aim and 
object of the percentage method was to adjust the 
nutritive supply to the nutritional requirements. 
It was clear, therefore, that if cow’s milk was adapted 
to the nutritional requirements of the calf it could 
not also satisfy the needs of the human infant, and 
no amount of dilution could make it do so. It 
was claimed, however, that the food elements which 
existed in cow’s milk could be separated by analysis 
and re-combined by synthetic methods in the re¬ 
quired proportions, and the results of the method 
have proved abundantly that this is true. And 
from this aspect, if the method fails it is the fault 
of the individual who employs it and not of the 
method. I frequently see it stated by authorities, 
who, in my opinion, might be expected to take 
wider views, that the percentage method is inferior 
to the old methods of milk dilution ; this is tanta¬ 
mount to saying that guess-work is better than a 
certainty, for the percentage method enables us to 
employ with accuracy any degree of dilution we 
please. 

The infants with whom I had my early successes 
were all over one month of age. Some had been 
breast-fed, others had been brought up on the 
bottle, but all of them were failures in some respect, 
or otherwise I should not have thought it neces¬ 
sary to interfere with the method of feeding, but 
the moment I attempted to apply the same method 
in the case of new-born infants the disillusionment 


came, and I had to confess that the system had 
been weighed in the balance and found wanting. 

Why did the system succeed in the case of older 
infants and fail in the case of those under one 
month of age ? The answer to this question was 
unexpectedly supplied me by a maternity nurse 
who had worked for me and who was quite 
enthusiastic over the new method. She told me 
that she found her cases did much better when she 
peptonised the milk mixtures for the first few weeks 
of life. This, then, was the secret of my own 
failures, and I set to work to study why Nature did 
not fail in the same way. 1 knew perfectly well 
that Nature did not peptonise the human infant’s 
food, although instances were not wanting in the 
animal kingdom, namely among certain varieties of 
birds, in which the artificial act of digestion was 
performed by the parents before the food was given 
to their young. However, when I came to examine 
the character of the food which Nature supplied to 
the new-born infant, I had to acknowledge that if it 
was not exactly peptonised it was at least of a 
composition that required little or no digestion 
before it could be absorbed from the alimentary 
tract. 

During the first few days of the puerperal period 
the mammary secretion, or colostrum, is extremely 
scanty in quantity; it is non-stimulating, non- 
coagulable, and yet adequately nutritious for the 
then existing requirements of the nursling. In 
fact it is exactly the sort of food that on theoretical 
grounds ought to be supplied to a small, sensitive, 
and undeveloped digestive organ such as is the 
stomach at the time of birth. To indicate how 
nicely adjusted colostrum is to the physiological 
needs of the new-born infant, I may mention that 
the sugar which it contains is capable of immediate 
absorption without any alteration in the digestive 
tract of the infant. The sugar of colostrum is 
dextrose and not lactose, the milk sugar by which 
it is replaced after the establishment of full activity 
of the mammary gland. Before lactose, which is a 
poly-saccharide sugar, can be absorbed with nutri¬ 
tional advantage by the human organism, it must 
be digested or split up into its mono-saccharide 
components—dextrose and galactose—by the 
action of an inverting ferment (invertin). At the 
time of birth no such ferment is present in the 
alimentary tract, or, if present, it only exists in very 
minute traces. Nature therefore provides the new- 



The Clinio&l Journal. ] 


DR. ERIC PRITCHARD. 


born infant with a mono-saccharide sugar (dextrose), 
which is immediately available for absorption and 
for the purposes of nutrition. 

The chief function of the fully developed 
stomach is to act as a reservoir for the reception 
of solid food elements, and to co-operate with the 
masticatory organs in disintegrating and rendering 
soluble the solid material of which our food 
usually consists. The pyloric sphincter acts as a 
guard to the intestines, and prevents large particles 
of food from gaining access to the highly sensitive 
mucous surface of the duodenum. At the time of 
birth the pylorus is extremely sensitive, and liable, 
especially in spasmophilic subjects, to become 
forcibly and tonically contracted when solid 
particles attempt to force a passage. For this 
reason Nature provides the new-born infant with 
colostrum and not with milk, for the former, un¬ 
like milk, is a bland, non-coagulable fluid. 

The transition from colostrum to coagulable 
milk is relatively slow; it may be ten days or 
more before the mammary secretion assumes the 
characters of a true milk. During this time the 
stomach has been functionally developing, acquir¬ 
ing tolerance to the presence of coagulated casein, 
and learning to peptonise or liquefy the clot soon 
after its formation. There can be no evasion or 
short-circuiting of this route, tedious and slow 
though the journey be; attempts to do so are 
calculated to lead to disaster, and that is why 
new-born infants who are started in life on the 
statutory mixtures of one part of milk and three of 
water, or on the most approved percentage com¬ 
binations, so often fail to do justice to the method 
of feeding. 

In the year 1895 I had my attention forcibly 
directed to the association between hypertrophic 
pyloric stenosis and undue stimulation of the 
stomach by excessive quantities of diluted milk. 
The case( 1) to which I refer presented what are now 
recognised as the classical symptoms of hyper¬ 
trophic stenosis of the pylorus, but at that time 
the condition was practically unknown, and it was 
only at the post-mortem examination that the 
stenosis and hypertrophy of the sphincter were 
found to be an adequate explanation of the cause 
of death. Since this early case of hypertrophic 
pyloric stenosis I have never met with a genuinely 
typical case, although I have frequently met with 
cases of pyloric spasm from the same cause, which 


[Feb. 2, 1910. 265 

might have developed into the severer forms had 
the condition not been recognised and appropriately 
treated. 

Accidents of this kind can always be avoided by 
providing the new-born infant with a food which 
approximately resembles colostrum in its physical 
characteristics, and it is to the fulfilment of this 
condition that patent and proprietary foods owe 
their popularity. Allenbury food No. 1, for 
instance, is admirably designed as a substitute for 
colostrum ; it is pre-digested, non-coagulable, non- 
irritating, and adequately nutritious, but the very 
features that make it so excellent a substitute for 
colostrum are the very features which render it a 
most pernicious substitute for human milk. No 
pre-digested, non-coagulable food like Allenbury 
No. 1 can be expected to develop the digestive 
functions of the stomach and alimentary tract. 
Nature does not provide the infant at or about the 
tenth day of life with a coagulable food like milk 
without a good and sufficient reason. She could 
not adopt such a paradoxical expedient as to give 
a liquid food by the mouth and render it solid 
in the stomach a few minutes later without 
intention and design. The reason, of course, is to 
gradually educate or train the stomach to liquefy 
solid food before the stage of weaning arrives, 
when the infant is often called upon to subsist 
“on the same food as we eat ourselves.” 

It would be quite inconsistent with my attitude 
of disapproval towards patent foods in general if I 
allowed it to be thought that I advocated Allenbury 
No. 1 or any of its congeners as a substitute for 
colostrum. I can conceive of no better food for 
the new-born baby than simple undiluted whey 
prepared on the ordinary domestic plan from fresh 
milk and rennet, or more economically, and just as 
satisfactorily, from separated milk. Such a food 
is non-stimulating, non-coagulable, and adequately 
nutritious. Further, it may be made the instrument 
of digestive education by adding very slowly the 
food elements which develop the special digestive 
functions of the stomach—that is to say, a coagul¬ 
able proteid such as caseinogen, and an emulsified 
fat such as cream. The details of the method are 
extremely simple and the results highly satisfac¬ 
tory. 

For fear of being thought to exaggerate I hesitate 
to say how many cases of wasting and dyspepsia I 
see every week which can be explained on the 
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ground that the teaching of the colostrum period 
has been disregarded. In addition to that enor¬ 
mous number of infants who within the first week 
of life are fed on diluted cow’s milk, and who 
never recover from this initial mismanagement, I 
see infants who have not even learnt to digest 
their own mothers’ milk suddenly confronted with 
the still more indigestible milk of the cow, and in 
my private practice I meet with wasting infants 
who immediately after birth have been submitted 
to the tender mercies of a wet-nurse in full, lacta¬ 
tion. If the healthy infant cannot be expected to 
short-circuit the colostrum period, how much more 
improbable is it that a delicate and degenerate 
infant, on whose life perhaps much depends, will 
be able to dispense with simple lessons in digestion, 
and learn to run before it can walk ! 

In my opinion no new-born baby should be 
provided with a wet-nurse until it has served an 
appropriate apprenticeship, such as I have already 
described, on an artificial substitute for colostrum. 
The fact that a few babies manage to “ muddle 
through,” apart from such a probationary experi¬ 
ence, is no argument against the adoption of the 
more scientific, albeit more troublesome, method ! 

I do not hesitate to say that an infant can be 
taught to digest almost any food, provided that 
sufficient time be given, and that the stages of 
immunisation are adequately graduated. I believe 
that it is expedient to teach all artificially fed 
infants to digest cow’s milk, and I hardly ever 
come across a genuinely refractory case, but some¬ 
times the necessary steps to secure this end are 
undeniably slow. For instance, if a baby has been 
brought up for three months on Allenbury No. i, 
it may take a month to teach it to digest a diluted 
cow’s milk appropriate to its age, but the lesson 
can always be learnt if at first a few drops, say, 
five, of cow’s milk are added to each bottle, and the 
subsequent increments are correspondingly minute. 
I am frequently much annoyed, when infants who 
are being successfully treated by this method, but 
not fast enough to please the mother, are suddenly, 
and generally on the advice of some interfering 
friend, put upon the statutory milk mixtures. The 
result is a foregone conclusion, and the whole 
process of education has to be commenced afresh. 

To revert now to a different and fertile source 
of error in the feeding of infants, I propose to 
describe some of the mistakes which are made in 


the quantities of food which are supplied to infants. 
In artificial feeding such mistakes are common 
enough, but, owing to recent improvements in the 
technique, they pale into insignificance when com¬ 
pared to the mistakes which occur in cases of breast 
feeding. 

It is a necessary provision of Nature that there 
should be some sort of co-ordination between the 
supply on the part of the mother and the demand 
on the part of the infant. The strong, healthy 
infant, by reason of its active powers of suction, 
affords the appropriate stimulus fora parallel activity 
on the part of the secreting gland, while the feeble 
nursling, in conformity with its indifferent powers 
of stimulation, excites little reaction in the breast 
from which it draws its sustenance. The late Pro¬ 
fessor Budin (2) proved this association over and 
over again ; he found that while the weakly nursling 
was often incapable of imparting sufficient stimulus 
to keep a mammary gland in active secretion, a 
single wet-nurse could successfully feed four or 
five infants by reason of their united efforts. 

Nature, however, does not always pursue her 
perfect way, and in a very considerable proportion 
of cases there is no co-ordination between the 
supply and the demand; sometimes there is too 
much milk, sometimes there is not enough. Apart 
from the physiological test, namely the progress of 
the infant, the only means of ascertaining whether 
an infant receives enough or too little milk is to 
employ the method to which I have provisionally 
given the name of the “ test-feed.” This method con¬ 
sists in weighing the infant before and after feeding 
on very accurate scales ; the amount consumed is 
estimated by noting the difference in the two 
weighings. The physiological test is a very valu¬ 
able one, and it can be confirmed and substantiated 
in some degree by noting the amount of urine that 
is excreted, and by the character and quantity of 
the stools. Further, the size of the breast before 
and after feeding affords some sort of index of the 
amount of milk which has been abstracted by the 
infant; but in spite of these several indications, I 
assert with the greatest confidence that there is no 
man living who can give even an approximately 
accurate estimation of the amount of milk an infant 
receives at a breast feeding. I can no more trust 
my own judgment in this matter than I can that of 
the infant itself. 

The following case illustrates the kind of mistake 
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tliat can be made by experienced people, and the j 
great value of the weighing method: A baby 
(A. B—), was brought to my “ infant consulta¬ 
tions ” at the St. Marylebone General Dispensary 
on January 17th, 1907, with symptoms of obstinate 
constipation and loss of weight. The mother 
had been confined on January 4th at a well-known I 
maternity institution in London, and the infant | 
had been put to the breast regularly ever since, j 
At birth the infant weighed 71b. 10 oz .; it now 1 
weighed 61 b. 140Z.—a loss of 1202. in fourteen j 
days. j 

The nursling, though somewhat thin, was in ' 
good condition, had a good colour, and had never 
been sick. I suspected under-feeding from the 
symptoms, but was surprised to find the mother’s 
breasts well developed, and affording the usual 
stream of milk on compression of the nipple. A ] 
test-feed was arranged, and, after waiting two j 
hours since the last feed, the infant was put to the j 
breast. The scales proved that the infant obtained - 
less than two teaspoonfuls of milk. I therefore | 
ordered the mother to give the baby one ounce 
of whey and twenty drops of cream alternately 
with breast feedings. During the following six j 
days the test-feed showed that the amount of 
breast milk did not increase, but, all the same, I 
the infant recovered part of the loss in weight, 
for on January 24th it weighed 7 lb. 4 oz.—a gain 
of 6 oz. The whey and cream mixture was in¬ 
creased on January 24th to one and a half ounces 
of whey and thirty drops of cream, and the mother, 
who was very anxious to nurse her baby, was 
encouraged in every way to persevere with breast 
feeding. On January 28th, that is to say, four 
days later, the scales registered a gain of half a 
pound in weight, but the test-feed still proved 
that this gain was in no way due to breast feeding, 
for the infant only abstracted one teaspoonful of I 
milk from the breast. On February 4th the I 
infant had gained a further half-pound in weight, | 
but now the test-feed proved that the infant was j 
obtaining a full amount (3 oz.) from the breast. ' 
The whey mixture was consequently suspended, j 
and the infant continued to make uninterrupted j 
progress; in fact, he proved to be a particularly i 
fine baby, and was one of the prize-winners at our I 
1907 baby show. 

This case is of peculiar interest, because it shows 
that with patience and perseverance an apparently 


non-active breast may ultimately secrete a good 
supply of milk provided that the infant can supply 
the necessary stimulus, and that the psychological 
factor is called into requisition. Encouragement 
on the part of the doctor and confidence on the 
part of the mother are most important elements in 
the treatment. 

I frequently have infants brought to me for 
treatment who have been artificially fed from the 
first week of life onwards, owing to the belief that 
the breast milk had “ dispersed ” or “ dried up ” 
on the fourth or fifth day, and I regret to say that 
a considerable proportion of these cases come 
from maternity institutions or from maternity wards 
in hospitals. 

As far as my experience serves me, there is 
no criterion by which we can judge during the 
puerperium whether a woman is capable of ulti¬ 
mately secreting a good supply of milk or not; 
and, further than this, I am prepared to say that 
there is no medical man living, however skilled in 
maternity work, who can estimate, apart from the 
test-feed, whether an infant extracts a small 
quantity of milk from the breast or not. It must 
be remembered that during the colostrum period, 
which often extends over ten days, the amount of 
fluid secreted by the mammary glands is under 
normal conditions extremely limited. Why the 
milk is so often thought to “dry up” on the third 
or fourth day is because at or about that time the 
breasts, which have previously been hard and 
congested, often become soft and smaller owing 
to the resolution of the constituent gland-cells 
into a colostrum-like secretion, which is extracted 
by the infant, and not always immediately replaced 
by the anabolic activities of the gland. 

To show how mistakes in this connection may 
arise, I will again quote the case of an infant who 
was born in August last in one of our maternity 
institutions. The baby was brought to my con¬ 
sultations at the end of November; it was bottle- 
fed and doing badly. I asked the mother why 
she was not nursing it. She told me that her milk 
had disappeared on the fourth day, and that the 
authorities in the institution had told her that she 
must bring the infant up on the bottle. The infant 
was consequently supplied with a diluted milk 
mixture, and hence the present trouble. But the 
interesting part of this case was that the mother, 
under the impression that she would thereby avert 
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a second pregnancy, surreptitiously put the infant 
to the breast at night, and had continued to do so 
ever since. I asked her whether she thought this 
practice was of any advantage to the baby, but she 
told me that she knew it was not, as she had no j 
milk. More out of curiosity than for any other j 
reason I ordered a test-feed to be given there and I 
then. To my surprise, and to the mother’s sur¬ 
prise, the weighing proved that the infant had 
extracted from the breast 3 oz. of milk. I promptly 
ordered a suspension of the artificial feeding, and 
when I saw the infant last it was flourishing on 
breast feeding alone. 

Since I have systematically adopted the method 
of the test-feed 1 have had some strange experi¬ 
ences, and I have been forced to modify many of 
my preconceived views with regard to the nutri¬ 
tional possibilities of the human infant. I find that 
among breast-fed infants it is not those who are 
inadequately fed according to accepted scientific 
data who suffer from malnutrition, but for the 
most part those who receive an adequate or an 
excessive amount. I have not had one, but fifty 
cases, in which the infant has appeared to thrive 
well and to maintain a good weight curve on a 
half and sometimes on a third of the quantity of 
food that should be prescribed according to our 
scientific criteria; for instance, it is quite a 
common experience to find that an infant three or 
four months old is fed ten times in the day, and 
only obtains from 1 to ii oz. of milk at a feeding, 
or about 12 oz. in the twenty-four hours. 

I am glad to say that evidence from an inde¬ 
pendent source supports these statements, for they 
are indeed hardly credible; Dr. Ronald Carter, 
who also employs the method of the test-feed at 
his infant consultations in North Kensington, has 
come to precisely similar conclusions. 

However interesting it may be from an academic 
point of view that infants thus manifestly under-fed 
can maintain an apparently good condition of 
nutrition, it cannot be denied that there are 
advantages from other points of view in expanding 
the metabolic experiences of such infants. It is a 
clear gain to any infant to possess active and 
vigorous metabolic processes, but a starvation diet 
of this kind is hardly calculated to promote an 
active nutrition, an active digestion, or good reserve 
powers of metabolic accommodation. In fact, 
when the evidence of the test-feed proves that an 


infant is apparently maintaining its nutrition on a 
manifestly low diet, I always make a practice of 
supplementing the defective supply with additional 
feeds from the bottle. Incidentally I may remark 
that the ordinary methods advised for increasing 
the breast supply itself are not encouraging, but I 
find, after very considerable experience, that full 
doses of iron, in the form of Blaud’s pills, dis¬ 
tinctly improve both the quantity and the quality 
of the milk. 

When supplementary feeding from the bottle is 
necessitated owing to a deficient supply of breast 
milk, the evidence of the test-feed is of the greatest 
importance in guiding us as to the quantity of food 
that should be given artificially. An infant five 
months old, and accustomed, for instance, to 2 oz. 
of breast milk at a feeding, would almost to a 
certainty be upset if the statutory allowance of 
4 or s oz. of modified cow’s milk were supplied 
from the bottle. The normal allowance should 
ultimately be arrived at, but only gradually by 
small additions. A large number of infants have 
their digestive and metabolic processes disturbed 
for want of this simple precaution, and the same 
is, of course, true when, at the time of weaning, 
artificial feeding is substituted for the breast. 

If errors with respect to the total quantity of food 
bulk very largely among the common mistakes 
both in natural and artificial methods of feeding, 
those with respect to quality can produce results 
which are equally serious. Thanks to the careful 
methods of American observers who have adopted 
the percentage system of feeding, quite a large 
number of symptoms, both digestive and nutritional, 
have been referred to definite mistakes in the quali¬ 
tative “ make-up ” of the food. In this country 
we have been slow to appreciate the advantages of 
the method, while in Germany and France it is 
still almost unknown. In Germany, however, 
during the last few years new interest has been 
infused into the whole subject of accurate infant 
feeding by the work of Czerny, Keller, and 
Finkelstein, and the coining of a new word, “ food- 
injury,” to express the damage inflicted on the 
organism by normal constituents in the diet, has, 
as is so often the case with catch-words and catch- 
phrases, done more for the cause in that country 
than all the combined work of the American 
pioneers. 

The food-injuries of Czerny, his fat-injuries, his 
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sugar-injuries and his proteid-injuries are the old I 
familiar fat, sugar and proteid dyspepsias of Rotch | 
and Holt, but writ large, and in capital letters. | 

In a recent series of papers (3) on food intoxica- | 
tions in infancy, Finkelstein had developed and j 
extended the theory of food-injuries, but unlike 
most American authorities he entrusts the leading 
roles in the tragedy of errors to fats and carbo¬ 
hydrates, and not to the proteid elements of food. 
Without denying Finkelstein full credit for empha¬ 
sising the disastrous effects of excess of fats and 
carbohydrates, certain of which effects Dr. E. H. 
Colbeck (4) and I pointed out as long ago as 1900, 

I cannot help thinking that he has utterly under¬ 
estimated the dangers that are to be anticipated 
from excess in the normal proteid constituents 
both of human and bovine milk. 

In the earlier pages of this paper I insisted suffi¬ 
ciently on the injuries that may result from giving 
the new-born infant varieties of proteid food to 
which it is unaccustomed, and in the digestion of 
which it has not been adequately trained. I 
would now further point out that if proteid matter, 
owing to excessive quantity, is not digested nor¬ 
mally in normal situations, it is digested abnor- | 
mally in abnormal situations by bacterial agencies, I 
with toxic results that are well known. It is all j 
very well for Finkelstein to belittle the influence of ' 
bacterial infection in the determination of infantile j 
symptoms, but bacterial infections, perhaps of 
autogenetic origin, will always dominate the situa¬ 
tion when there is excess of nitrogenous food in 
the bowel, for parasites always congregate where 
they can make a living ; where the carcase is, there 
are the vultures gathered together. 

But quite apart from considerations of excess of 
proteid the influence of foreign, or new forms of 
proteid on the infant organisms, is always a factor 
that must be reckoned with. Even at the present 
day, despite the brilliant work of Emil Fischer and 
his school, there are still whole classes of proteid 
bodies of the nature of albumoses, polypeptides 
and toxins about which we know very little. It is, 
however, almost certain that many of these bodies 
are to be found in human milk, and perhaps to a 
lesser degree in cow's milk, and that some of them 
possess serious toxic properties. The milk of 
menstruating women and of epileptics is generally 
toxic, and before now such milk has proved actu¬ 
ally fatal to the infant who has consumed it. But 


ordinary chemical analysis of milk will no more 
reveal the presence or character of its contained 
poisons than ordinary chemical analysis will indi¬ 
cate the physiological distinctions between anti- 
diphtheritic serum and staphylococcic vaccine. 

I have frequently been called upon to treat 
breast-fed infants, who have presented severe toxic 
symptoms although nothing abnormal could be 
detected by the ordinary methods of investigation 
in the quantity or quality of the milk; and the 
same infants have subsequently progressed nor- 
I mally on cow's milk modified to the same chemical 
standard. Such conditions—and they are extremely 
! common—cannot be due to Finkelstein's fat- 
* injuries, nor yet to his carbohydrate injuries; they 
are due to albuminoid intoxications, for which at 
| present we have no reliable test, except the some¬ 
what expensive one, the physiological reaction of 
! the infant. To imagine that the chemist with his 
analytical methods can give a reliable report on 
the physiological quality of a sample of human 
milk, is to endow him with claims to genius to 
which he is not at present entitled. 

Many of the food-injuries inflicted on the infant 
organism are so long deferred and so remote in 
their consequences that their connection with 
initial mistakes in feeding is exceedingly likely to 
escape notice. Finkelstein has established this 
connection in the most unmistakable manner in 
the paper to which I have already referred. I do 
not propose on the present occasion to prolong 
this article by traversing the same ground, but, 
before concluding, I propose to refer briefly to 
certain food-injuries which are related to initial, 
and perhaps remote, mistakes in feeding. 

Vomiting in infants nearly always represents a 
food-injury, but this symptom is more often the 
deferred result of some initial mistake than due to 
the method of feeding which is in force for the 
time being. The habit of vomiting is very easily 
acquired; it becomes, in fact, an automatic reflex 
so sensitive and so insistent, that, no matter what 
be the nature of the food, it is rejected by the 
stomach with the same persistency as that exhibited 
by the cow in rumination. Infants who have 
acquired this habit from injudicious methods of 
feeding during the time that the nerve-centres 
concerned are exceedingly plastic and impression¬ 
able are unavailingly treated by changes in the 
diet, or by full doses of bismuth and soda. 
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The only scientific method of treating such a 
condition is to attempt to break the automatic 
nature of the habit by temporarily exhausting the 
centre, or by dulling its sensibility to stimuli which 
reach it through the stomach. For the purpose of 
dulling the centre, such drugs as chloral, bromide, 
or chloretone are distinctly useful. As soon as 
the habit is broken the remedy may be suspended. 

During the last eighteen months I have been 
trying a method of exhausting the centre, which 
has afforded most encouraging results. The 
method is to give a harmless emetic, such as 
vinum ipecacuanha and carbonate of ammonium, 
about half an hour before feeding. After the 
violent stimulus of the emetic the stomach fails to 
respond by vorniting to the milder stimulus of 
food. I have employed this method in fifty-five 
cases; in thirty the cure was immediate and per¬ 
manent, in ten the symptom was ameliorated, in 
five there was no improvement. In using this 
method it is of course essential that other causes 
of vomiting, apart from habit, should be excluded; 
it is quite possible that a wrong diagnosis was 
made in some of my unsuccessful cases. 

Again, with respect to diarrhoea, treatment is 
often the reverse of scientific ; it generally consists 
in supplying mixtures of bismuth, chalk, and 
opium, and in changing the food from milk to 
a thin paste of arrowroot and water given frequently 
and in small quantities. 

Diarrhoea usually represents a protective reaction 
on the part of the organism to relieve a wounded 
organ, namely, the intestine, of material which has 
inflicted the damage. A wounded intestine ought 
to be treated as surgeons treat wounds in other 
parts of the body—by asepsis, and by rest. As 
long as food is taken the intestine cannot be at 
rest, neither can it be in a relatively aseptic condi¬ 
tion. The treatment of acute diarrhoea by irriga¬ 
tion of the bowel with large clysters of very hot 
water, by the suspension of all food for twenty-four 
hours or more, and by the exhibition of opium 
and brandy, is so uniformly successful that I am 
at a loss to understand why recourse should be 
had to any other line of treatment. 

Chronic diarrhoea, in which the stools contain 
milky-white particles of what is popularly supposed 
to be the undigested clot of casein, is usually 
treated by suspension of milk, and by the substitu¬ 
tion of some other sort of food. I would only 
remark here that these white particles are not 
undigested clot; they are coiled-up flakes of 
mucus, and represent a deferred lesion due to a 
food-injury. This can be proved by picking out a 
few of the most characteristic pieces and by teasing 
them out in a bowl of water, when flakes of mucus 
or mucous membrane will be found. When such 
particles appear in the motions the condition is 
one of chronic colitis, and as such it should be 
treated—not necessarily by suspension of milk. 
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In the treatment of chronic constipation I have 
myself been a serious offender in the past, for I 
have attempted to combat the condition with 
increasing percentages of fat. In the early days of 
percentage feeding this was considered the rational 
line of treatment in contra distinction to the exhibi¬ 
tion of aperients, and to the employment of 
enemata or glycerine suppositories. Holt was 
one of the first to point out that any undue in¬ 
crease in the percentage of fat was calculated to 
produce the symptoms of fat-dyspepsia—a condi¬ 
tion which Finkelstein now describes as a fat-injury. 
These fat-injuries are quite distinctive, and exceed¬ 
ingly common among the infants of the well-to-do 
classes. 

I always now treat cases of chronic constipation 
with a petroleum emulsion, which acts purely in a 
mechanical manner; it lubricates the bowel, softens 
the motions, cannot be absorbed, and never pro¬ 
duces any injuries or symptoms. When combined 
with skilful massage of the colon, a free exhibition 
of this emulsion is the most successful line of 
treatment that I know of for this usually intractable 
condition. 

I have occupied much time and space in des¬ 
cribing a few of the common mistakes in infant 
feeding; I regret that I must leave untouched that 
great group of cases which are included under the 
terms “atrophy” and “wasting.” These cases un¬ 
doubtedly represent deferred food-injuries, -for 
under appropriate lines of treatment they often 
completely recover and become, relatively speak¬ 
ing, strong and healthy individuals. I shall hope 
on some future occasion to deal with these lesions 
in a separate article. 
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THE “CURE” AT CONTREXE- 
VILLE (VOSGES). 

By J. H. BARNARD, M.D., 

Of Contrex^ville. 


In this brief note I will endeavour to supply busy 
fellow-practitioners with a succinct reminder of the 
therapeutic rSk of these famous waters, to give 
details of the “ cure,” and to provide indications 
for the judicious selection of cases amenable to 
its application. 
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Situated on the western slopes of the chain 
descending towards Belfort and the plateau of 
Langres, and at a considerable distance from the 
higher Vosges mountains, Contrex^ville (Contra 
aquas villa) is a village of 900 inhabitants, nestled 
in a valley running north and south, but 1122 feet 
above sea-level. It is accessible during the season 
(May 20th to September 20th) in six hours from 
the Gare de l’Est, Paris (distance 230 miles) by 
excellent express corridor-restaurant trains, the 
journey from London occupying about sixteen 
hours. The mean temperatures in spring, summer 
and autumn are 48*2° F., 63-6° F., and 5o°F. 
respectively. Visitors are advised to provide 
themselves with warm clothing and stout boots to 
guard against changes of temperature, so frequent 
at such altitudes. 

The springs, first scientifically studied by Dr. 
Bazard in 1760, are numerous, and are known by 
the unrepublican names of “ La Souveraine,” 
“ Le Favillon,” “ Le Prince,” “Le Quai,” “La 
Duchesse,” etc. Of these the “ Pavilion ” is the one 
that interests us principally, both its chemical 
composition and the invariable abundance of its 
daily yield (43,200 gallons) rendering it best fitted 
for the treatment. Emerging from a layer of clay 
four metres thick, the “ Pavilion ” water is, in 
common with that of its sister springs, securely 
protected from surface contamination, remaining 
always limpid, odourless, slightly styptic in flavour, 
but withal quite agreeable to the palate, tempera¬ 
ture 52*7° F., density 1025, reaction neutral. The 
latest analysis of this typical cold , earthy , calca¬ 
reous water gave the following result: 




Grins, per litre 


Free CO 2 

. 0*080 


Calcium 

0*402 

Bicarbonate 

Magnesium . 

« °’°35 

of 

Iron 

0*007 


Lithium 

0*004 


'Calcium 

• i' 5 6 5 

Sulphate oD Sodium 

0*236 


, Magnesium . 

0*030 


Silica 

. 0*015 


Potassium 

0*006 

Chloride of 

Sodium 

. 0*030 

Fluoride of calcium) 

. traces. 

Arsenic 



Total 


2384 


The “ cure ” consists essentially in drinking the 
“ Pavilion ” water, with an occasional change to 
the “ Souveraine ” spring when a more decided 
purgative effect is desired. The drinking takes 
place in the “ Pavilion ” pump-room, the pre¬ 
scribed quantity being handed to the patient at 
stated intervals. The water is consumed fasting, 
and as an interval of at least one and a half hours 
must elapse between the last dose and luncheon at 
10 p.m., the process perforce begins the earlier, 
the larger the quantity there is to dispose of. The 
sourciires who dispense the water are in attendance 
as early as 4.30 a.m. Between the doses the 
| patient is encouraged to walk either in the open 
1 park adjacent or in the shelter of the glass-covered, 

' shop-lined galleries, an excellent orchestra serving 
I to beguile the time. Some drinking is done by 
visitors between 2 and 5 p.m., but this is excep- 
I tional. Aged or sensitive drinkers are told to add 
I hot water (always at hand) to each dose. The 
j dosage is carefully regulated to each patient’s needs 
! by the physician. Each mug contains 333 grm. 
(about 12 oz.), and it is usual to start the treatment 
with half this quantity every fifteen minutes, the 
individual dose and the total daily consumption 
being gradually increased up to the maximum—six 
I or eight full mugfuls. Towards the end of thetwenty- 
| one days’ course, the daily dose may be usefully 
diminished gradually. The above-mentioned maxi¬ 
mum is sometimes, in difficult cases, exceeded, but 
the huge drenchings formerly in vogue are now dis- 
1 countenanced. It is necessary to warn newcomers 
I against the pernicious advice so freely offered by 
| officious fellow-sufferers regarding the dosage suit- 
| able to their needs. Deviation from the physician’s 
j prescription may and not infrequently does lead to 
! serious interruption of the course through constitu- 
j tional disturbance. Patients must be given to 
I understand that the water is a medicament and 
I not a mere table beverage. For the same reason 
] drinking at meals and late at night is discouraged. 

I Before the course is begun the patient is, of course, 
| thoroughly overhauled by the physician, and his 
! urine carefully analysed, the process being repeated 
as often as is judged necessary during the twenty- 
one days’ sojourn. Although other more orthodox 
arrangements are frequently made, the traditional 
meals at Contrexeville are two only—luncheon at 
10 a.m. and dinner at 6 p.m. Many of our com¬ 
patriots are, for a few days after their arrival, 
loud in their denunciation of this system— “so 
un-English, don’t you know ” I But when it is 
pointed out to them that it is a part of the treat¬ 
ment, and especially when they have had time 
to remark the feeling of bicn-etre induced by the 
drinking combined with this physiological rest to 
their often heavily-taxed digestive and excretory 
organs, they become reconciled. Strict dieting is 
I not a feature of our treatment, but each patient is 
1 warned against excess and against particularly ob- 


1 





[ Feb. 2,1910. 


272 The Clinical Journal. 1 DR. T. H. BARNARD. 


noxious articles of diet. On his departure, however, 
he is given a comprehensive dietary for home use. 

What diseases or pathological conditions are 
amenable to the treatment? I am in the habit 
of saying that Conlrex^ville should have a gravelly 
soil, in allusion to the prevalent dictum “ Qui dit 
gravelle dit Contrexdville.” The vast majority of 
the habituls of the spa suffer indeed from the 
effects of the diathetic condition ( pace my 
respected teacher, Dr. Pye-Smith), yclept by our 
Gallic brethren, arthritisme . The “cure” is indi¬ 
cated in cases of urinary concretions—uric acid, 
calcium oxalate or phosphates—in all gouty 
bladder troubles, in pyelitis, pyelo-nephritis. Cases 
of vesical catarrh do admirably, and so do those 
of moderate hypertrophy of the prostate. Clinical 
observation supports the claim to the efficacy of 
the water in the cure of nocturnal enuresis. All 
troubles due to the toxin of gout (whatever it 
may be), eczema, psoriasis, iritis, phlebitis, derive 
great benefit from the course. Patients suffering 
from the arthritic manifestations of gout are greatly 
relieved, and the spa is full of such cosmopolitan 
martyrs, who find in an annual visit the best means 
of escape from the ravages of their dreaded enemy. 
Examples are known of one visit having removed 
liability to attacks for several years. It is, however, 
wiser to repeat the visit, preferably in the mid- 
interval of attacks. It is quite common to see 
gouty patients arriving on crutches who leave quite 
cured—sometimes permanently. This happy con¬ 
summation is more commonly seen in cases asso¬ 
ciated with gravel, and the treatment is more 
especially radical in the atonic variety. Cases of 
hepatic congestion and gall-stones (small or 
moderate) find the “ cure ” of great assistance to 
them. Diabetes, in which the daily loss of glucose 
does not exceed 8o grms., generally does well, the 
sugar and the thirst diminishing. Gouty diabetes 
is more particularly benefited, the glucose diminish- j 
ing markedly or even disappearing entirely. Dila¬ 
tation of the stomach is no counter-indication to 
the treatment, the water exercising a marked 
stimulating effect on the smooth muscular fibre 
and washing out the viscus. The hotel landlords 
know full well that drinkers enjoy an excellent 
appetite, and they are able to endorse the saying 
current locally—“ Leau dc Contrexeville est ramie 
de Pestomac” 

After a few days, considerable diuresis is induced, 
the urine becoming transparent and almost colour¬ 
less, much blander in its passage through the 
urethra, and, of course, diminishing in density. 
The expulsion of small calculi is not an infrequent 
occurrence. Ample closet accommodation is pro¬ 
vided for both sexes, at a convenient distance from 
the pump-room. Some degree of myalgia and 
lassitude may occasionally be experienced in the 
early days of the “ cure ”; these disturbances, how¬ 
ever, disappear spontaneously very soon. The water 


is, in most cases, purgative, two, three or more 
liquid stools being voided before luncheon, the 
patient remaining as a rule undisturbed the rest of 
the day. The tonic properties of the water obviate 
any debilitating consequences from these purgatives. 
Indeed, drinkers are greatly relieved by them. One 
of our resident Anglican chaplains was greatly per¬ 
turbed by the possibility of the Sunday morning 
devotions of his flock being interfered with by this 
derangement. He accordingly warned his successor 
against long sermons, “as the waters were pur¬ 
gative.” Until I re-assured him, the new chaplain 
was apprehensive that a peristaltic wave would 
j thin his hearers to vanishing point before the hour 
! for his homily was reached ! 

1 Counter-indications .—As the diuresis indicated 

by the “cure” demands a pervious canal and 
normal expulsive powers, the presence of a tight 
j stricture, marked atony of the bladder, mechanical 
obstructions, such as great hypertrophy of the 
prostate, constitute a bar to the treatment. The 
| following conditions, also, render a case unsuitable : 
renal gravel or pyelitis with constant presence of 
more than i grm. of albumen per litre of urine, or 
where there is a stagnant residue of more than 
jiij of urine; stone in the bladder, hepatic 
cirrhosis, diabetes, where sugar exceeds 8o grms. 
daily, or the same disease complicated with neph¬ 
ritis or with marked cachexia. Patients who have 
had a renal or vesical calculus or the prostate 
removed will do well at Contrexeville. 

A word about the baths will fitly bring this paper 
to a close. An entirely new bathing establishment, 
fed by the “ Prince ” and the “ Quai ” springs, will 
be opened next season. Every kind of bath, 
douche, etc., utilised in modern hydrotherapy will 
be available, and, in addition, mechano-therapy, 
electro therapy, radiography, light baths, inhalation 
rooms, and Swedish gymnastic apparatus. A 
Swedish masseur and masseuse will be engaged, 
and the entire establishment will be supervised by 
a qualified expert (a medical man). The physician 
will thus have at his disposal a powerful adjuvant 
for the treatment of pathological conditions due, 
according to Professor Bouchard, to retardation of 
the nutritive exchanges, which will be further and 
beneficially influenced by the appeal to the co¬ 
operation of the vast cutaneous surface provided 
by the new baths. 

There are daily services at the Anglican church 
(under the aegis of the S.P.G. Society). A casino 
and theatre, an orchestra, golf, a lawn-tennis and 
croquet club, help to fill up gaps of time that 
might otherwise prove irksome. 

T he moral effects of the “ cure ” are not to be 
despised. The family doctor will find that his 
hygienic behests, hitherto partially or totally dis¬ 
obeyed, will, on his patient’s return from Con- 
trex^ville, be treated with infinitely more respect. 

January 31 s/ # 1910. 
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A CLINICAL LECTURE 

| ON A 

I CASE OF SUBPHRENIC ABSCESS. 

I Delivered at Guy’s Hospital. 

By W. HALE WHITE, M.D., F.R.C.P., 
j Senior Physician to the Hospital. 

I Gentlemen,— The case I propose to bring before 
! you this afternoon is that of a man, ret. 41 years, 
whom some of you saw in the ward last month ; 
he was sent in by my old house-physician, Dr. 

1 Henderson. The patient told us nothing of any 
! importance with regard to his family or his personal 
! history excepting in connection with his present 
illness, and with regard to that he said that for the 
| last five years he had suffered from intermittent 
I attacks of pain in the stomach, coming on about two 
| hours after food, and lasting half an hour or more, 
generally relieved by taking more food or by vomit- 
• ing, and situated in the epigastric angle. He had 
never noticed any blood in the vomit nor in the 
j stools. It was not for that that Dr. Henderson 
saw him, because he had only seen him a short 
I time before he came in. He sent for Dr. Hender- 
I son because the sickness became more marked, 
and he had continual pain in the upper part of the 
abdomen. And we heard from Dr. Henderson 
that there was a good deal of rigidity of the muscles 
in the upper part of the abdomen, and that there 
had been for the two or three days during which 
Dr. Henderson had watched him before he came 
in, pyrexia, that is to say; an evening temperature 
of 100*5° to ici°F., and the man was obviously 
losing weight and his weakness w-as increasing. 
Many of you remember the physical signs which 
he had when he came in. The first thing which 
struck us when we examined this man was that 
there was a swelling in the abdomen which 
occupied the position I show you on the black¬ 
board, a swelling in the right hypochondrium 
extending well beyond the middle line, and not 
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extending down to the umbilicus. It came within 
half an inch of the umbilicus. That was easily 
visible. And the note all over that swelling w r as 
tympanitic, and the same tympanitic note could be 
obtained in the front of the chest from the lower 
border of the third rib on the right side. So that 
we had an area which was extremely tympanitic, 
extending from the third rib down to nearly the 
level of the umbilicus, and across the middle line 
in the abdomen. The distance to which it crossed 
the middle line was fully one and a half inches. 
Over this tympanitic area we observed that no air 
entered at all, and we also obtained what is known 
as the coin sound. You will remember that all 
of you who were there heard that; it is produced by 
putting one coin on the patient’s chest and tapping 
another coin on it, while you at the same time listen, 
and then you hear a sound like the striking of a bell, 
a hollow sound which is quite characteristic, and 
proof positive that there is a large air-containing 
cavity. Another thing which we noticed was that 
sometimes when we listened we could hear a little 
tinkling sound over that area like a small, faint, 
distant, tinkling bell. And finally, the most charac¬ 
teristic sound of all was that w'hen we put our ear 
on that area and shook the patient a little, we could 
hear splashing. Over the area above the third rib 
the breath-sounds were perfectly normal. The left 
lung was normal, but the position of the heart was 
noteworthy, for the impulse of the heart was on a 
level with the nipple and pushed out, the whole 
heart being pushed upwards and to the left. On 
turning the patient round a little so as to examine 
his back we noticed that the breathing on the right 
side was normal down to the spine of the scapula, 
that below the spine of the scapula the chest was 
dull, and over that dull area there were all the 
classical signs of fluid, that is to say, the air entry 
was much diminished, the voice-sounds were hardly 
conducted, there was no tactile fremitus, and it was 
stony dull. The last physical sign I want to draw 
your attention to is that by turning the patient we 
could make the resonant area in front dull. If we 
turned him from side to side we could make the 
dulness encroach somewhat on the resonant area of 
the front. There could be no doubt as to what was 
really the cause of these physical signs, namely, 
that this patient had on the right side in the region 
indicated in the diagram a large cavity containing 
both air and fluid. It clearly contained air because 


[Feb. 9,1910. 

it was tympanitic, because there was a coin sound, 
and it clearly contained fluid because we could 
hear the fluid splash, that is to say we heard the 
classical sign known as “ Hippocratic succussion,” 
and we could hear drops of fluid dropping from 
the upper part of the cavity and splashing into the 
I fluid below and giving rise to metallic tinkling. 

But seeing is believing, and so we took the man to 
! the X-ray room, and those who saw the man there 
| will remember that there was to be seen, I think, 
| the most beautiful X-ray view I have ever witnessed. 
When we laid the man on the table and passed 
the X rays through him, all we saw was a great 
shadow, occupying the lower part of the right chest 
and upper part of the right side of the abdomen, 
and some of you expressed surprise that we did 
not see a clear space, because in the ward I told 
you there was an air-containing cavity there. But 
you will remember that it contained both air and 
; fluid, and of course as the man lay on the couch 
I there was a great mass of fluid at the back which 
! the rays could not penetrate, but as soon as we sat 
the man up in the vertical position we saw this. 
We saw a dark area, the upper limit of which 
crossed the abdomen horizontally about the level 
! of the ensiform cartilage ; above that there was to 
! the level of the third rib a dome-shaped, perfectly 
| clear area, and w T hen the man was in the erect 
I position, and while we were still looking at him with 
the screen, if we shook him we could see waves of 
fluid breaking across that space against the wall of 
the cavity and being reflected. So that there 
1 could be not the slightest doubt that we were deal¬ 
ing with a large cavity containing both fluid and 
air. 

Next let us discuss what this may possibly have 
1 been due to. The first point to make out was 
I whether it was in the abdomen or whether it was in 
j the chest. About that there could be no reasonable 
doubt because you could see obvious swelling of 
the abdomen, and further, the physical signs 
extended nearly to the umbilicus, and with the 
X rays we could see that the fluid was in the abdo¬ 
men. It was perfectly clear, therefore, that we had 
to do with an air-containing cavity between the liver 
and the diaphragm; an additional reason, if any 
were wanted, for that was that we could see with 
the X rays that the upper limit of the air-con¬ 
taining cavity was formed by the diaphragm itself, 
in other words we had to deal with a subphrenic 
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abscess. Having come to the conclusion that the 
patient had on his right side a subphrenic abscess, 
obviously the next thing we had to do was to try 
to determine its cause. About 25 per cent, of 
subphrenic abscesses are due to a gastric ulcer. 
The way in which they are formed is this: some 
local peritonitis takes place around the gastric 
ulcer, and then the ulcer perforates, and it per¬ 
forates into the adhesions formed by the local 
peritonitis. So that the abscess which follows 
perforation is shut in from the general peritoneal 
cavity. About 20 per cent of all subphrenic 
abscesses are hepatic abscesses, that is to say an 
abscess in the liver gradually thins the liver until 
it comes to the surface, and the abscess becomes 
practically a subphrenic abscess. Those are rare 
in this country, for most people having abscess of 
the liver are either in the tropics or they have 
lived there. Our patient had never been abroad. 
About 20 per cent, of all subphrenic abscesses are 
due to disease of the appendix. The way they 
are formed is the same as I have told you of 1 in 
regard to subphrenic abscesses arising in con- : 
nection with ulcer of the stomach. The appendix I 
is either itself unusually long and directed upwards i 
or else disease of it forms an abscess on the right 
side, deep down in the abdomen, which tracks 1 
up over the right kidney, and so gets behind the i 
liver and forms an abscess between the liver and 
the diaphragm. You see we have now accounted 
for 65 per cent, of all subphrenic abscesses, ulcer 
in the stomach, hepatic abscess, and appendix 
trouble. About 7 per cent, are due to an ulcer in | 
the duodenum. The way that ulcer in the duo- ( 
denum leads to subphrenic abscess is the same 
as the way in which ulcer of the stomach leads to 
it. We have now accounted for well over 70 per I 
cent., and the remaining causes are very numerous, 
and each individual cause is so rare that I do not 
think I need delay you by discussing them this 
afternoon. Before going further please notice I j 
have not yet referred to empyema as a cause of | 
subphrenic abscess. For all practical purposes an 
empyema never travels down into the abdomen, 
though an abscess in the abdomen may, and often 
does, lead to empyema. You may get an empyema 
in connection with appendicitis, the pus working 
up over the kidney, or you may get an empyema 
after subphrenic abscess in the abdomen following 
on gastric ulcer. The next thing I want to draw 
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your attention to is, that the landmark which you 
have to get hold of in your minds, if you want to 
understand subphrenic abscesses, is the suspensory 
ligament of the liver. It is almost always true that 
a subphrenic abscess does not pass the suspensory 
ligament of the liver; it is on either one side or 
the other. And that is a great help, for this 
reason : you know that most ulcers of the stomach 
are on the lesser curvature, and it follows from 
that that when a subphrenic abscess forms as a 
result of an ulcer of the stomach it is usually on 
the left-hand side of the suspensory ligament; if 
it is going to be followed by empyema, or pleurisy, 
or pneumonia, the trouble will be in the left lung. 
The space in which the ulcer of the stomach forms 
a subphrenic abscess is easy for you to think 
out. It is a space which, bounded on the right 
by the suspensory ligament itself, bounded on 
the left by the spleen, bounded above by the 
diaphragm, below by the left lobe of the liver, will 
be bounded behind by the left lateral ligament of 
the liver, and it is bounded in front by the perito¬ 
neal adhesions glueing the stomach to the anterior 
wall of the abdomen, and in that space the sub¬ 
phrenic abscess due to ulcer of the stomach usually 
forms. Subphrenic abscesses which form on the 
other side of the suspensory ligament, namely the 
right side, may roughly be divided into two—those 
which form in front of the right lateral ligament, 
and those which begin behind the right lateral 
ligament. But it is not uncommon for one in 
either situation ultimately to form one large abscess 
in both situations, for pus will pass round the right- 
hand end of the liver. You can easily think out 
the boundaries from your anatomy of these 
abscesses. Such an abscess, if in front of the right 
lateral ligament, has the suspensory ligament of 
the liver to the left, the right lobe of the liver 
below, the diaphragm above, and the lateral liga¬ 
ment behind, and in front the abscess is limited by 
the right lobe of the liver being glued to the 
anterior abdominal wall by peritoneal adhesions. 
But such an abscess cavity is rather free on its 
right bomdary, and the pus sometimes passes 
round the liver and gets behind the lateral ligament, 
j and then in addition you have a subphrenic 
abscess behind the coronary ligament, but it is 
more usual for an abscess originally behind the 
lateral ligament to spread round to the front of it. 
An abscess originally behind the right lateral liga- 
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ment begins in the fossa above the kidney on the 
right side. And if you think for a moment you 
will see why appendicitis will often lead to pus 
there, because the kidney forms an eminence on 
the back of the abdomen, with a depression above 
it, and if pus tracking up from the appendix once 
gets over that eminence of the kidney, it tends to 
collect in the fossa above the top of the kidney, 
that is to say, it becomes a subphrenic abscess 
behind the right lateral ligament. The whole 
space behind the ligament is triangular, with the 
abdominal wall forming the base to the right and 
the apex to the left of the spine and underneath 
the left lobe of the liver. The liver and gall-bladder 
bound the space in front; behind we have the 
upper part of the right kidney, the diaphragm, its 
crura, the spine and the duodenum; above the 
lateral ligament of the liver, and below on the left 
adhesions between the anterior surface of the 
stomach and the margin of the liver, and on the 
right adhesions between the great omentum, trans¬ 
verse colon, margin of the liver and anterior abdo¬ 
minal wall, and such a space communicates through 
the foramen of Winslow with the lesser sac of the 
peritoneum. Pus in this space usually, after a 
while, passes round the right end of the liver, and 
the .abscess is then on both sides of the right 
lateral ligament, but it is always limited to the 
left by the suspensory ligament. Inasmuch as 
most of our physical signs here were on the right 
side, it was evident that our patient was suffering 
from a subphrenic abscess due to either disease of 
the duodenum or disease of the appendix, for 
subphrenic abscesses on the right are usually due to 
disease of one of these structures. But it was 
objected by some of the clerks that the physical 
signs came to the left of the suspensory ligament. 
That was simply because the abscess was so large 
that the suspensory ligament was pushed to the 
left in the same way as the heart was, and at the 
bedside it was emphatically laid down that although 
to all appearances this abscess disobeyed the rule 
I have given you, that the structure to be borne in 
mind when thinking of subphrenic absctss is the 
suspensory ligament of the liver, for although 
chiefly on the right, the swelling came considerably 
to the left of the middle line, we thought it only 
pushed the suspensory ligament to one side—a 
surmise which the post-mortem proved to be 
correct. 


The next step in our diagnosis was this: if one 
thing was more patent than another it was that 
the cavity contained air. Hepatic abscesses do 
not contain air; the appendix is, for all practical 
purposes, always closed, at any rate everybody 
knows that the abscesses of the appendix are 
very frequent, but it is in the highest degree 
exceptional to find one which contains air. So 
we had to think what could give rise to a sub¬ 
phrenic abscess to the right of the suspensory 
ligament, which abscess contained air. As the 
liver and appendix could not do it, it almost 
certainly must have been the duodenum, and there¬ 
fore we diagnosed that the man had a subphrenic 
abscess on his right side secondary to duodenal 
perforation. That was entirely supported by the 
history of the case, which gives a very clear account 
of the usual signs of ulcer of the duodenum. It 
was clear that for some time antecedent to Dr. 
Henderson seeing the patient there had been 
some local peritonitis round the duodenal ulcer, 
perforation had taken place into that local peri¬ 
tonitis, a local abscess had formed, air had passed 
in from the duodenum, and finally we had this 
gigantic subphrenic abscess, such as you see on 
the diagram I have given. I can quickly com¬ 
plete the tale. We arranged for the patient to 
be operated upon two days after he had been 
X-rayed, but the night before the day chosen for 
operation he had a violent haemorrhage, he 
vomited blood and passed it per rectum , and 
from that haemorrhage he died. We of course 
gave it as our opinion that he had died from haemor¬ 
rhage of his duodenal ulcer, and that turned out to 
be quite correct. I think probably the poor man 
would ultimately have died even if operated upon, 
because the abscess cavity was so gigantic that it is 
difficult to believe it could ever have closed up 
properly if it had been drained surgically. How¬ 
ever, of course we should have been bound to give 
him a chance by drainage if he had not died from 
the haemorrhage. I will now show you the speci¬ 
men removed post mortem. You will see that the 
right lung is very much compressed by the pressure 
upwards of the subphrenic abscess. The lower part 
of the' lung is perfectly solid. There is no pneu¬ 
monia ; the whole of the solidification is due to 
pressure. You see I can pass my hand into this 
gigantic cavity which was formed by the abscess. 
When I shut the cavity up you see it is bounded 
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below by the liver, above by the diaphragm, and 
please notice it is strictly limited by the suspensory 
ligament to the left. That is the large cavity which 
post-mortem contained at least two pints of pus and 
a quantity of air. So you see the diagnosis that he 
had subphrenic abscess was correct. On turning 
the specimen over I show you the duodenum. 
He has, as you see, a pair of ulcers of the duo¬ 
denum exactly opposite one another. The upper 
one has caused the subphrenic abscess and is in 
direct contact with it, and the lower one is here, 
and from this ulcer he bled to death, for you can 
still see blood-clot on it. 

So much for the post-mortem appearances and 
for the diagnosis. For the remainder of our time 
I thought I might tell you a few facts in addition 
about subphrenic abscess generally. 

In the first place, we were exceptionally fortunate 
in this diagnosis; it was quite easy. We were 
fortunate for this reason — that the abscess 
contained air. Most subphrenic abscesses do not 
contain air. If a gastric ulcer perforates and an 
abscess forms, the local peritonitis usually seals up 
the perforation from the stomach, and there is no 
passage of air into the abscess. Subphrenic 
abscesses are commonest between the ages of 
twenty and forty. That is what you would expect 
when you remember that gastric ulcer is com¬ 
menced between those ages. And it is interesting 
to notice that these subphrenic abscesses are 
equally common in men and in women, and that 
is of interest because, as I am often pointing out 
to ypu in the wards, there is ample evidence that 
many women who are thought to have gastric ulcer 
have not one, but are suffering from gastrostaxis, 
and that those who think that the excess of 
women over men suffering from gastric ulcer is 
very great are in error. If women really suffered 
from gastric ulcer much more than men, you 
would not expect the number of subphrenic 
abscesses in men and women to be exactly equal, 
as is the case. With regard to the abscesses which 
are due to the appendix, you must not expect to 
always obtain a history of appendicitis, for if the 
diseased appendix is going to cause serious trouble 
whether it is an abscess or whether it is general 
peritonitis, it is far more likely for it to do so in 
the first attack of appendicitis than in any subse¬ 
quent attack, the reason being, of course, that the 
first attack leads to the formation of local protec¬ 


tive peritonitis around the appendix. Therefore 
! if the subphrenic abscess is on the right side you 
must not give up your diagnosis of subphrenic 
abscess because there is no history of appendicitis. 
Further, inasmuch as some of these cases of sub¬ 
phrenic abscess due to appendicitis occur because 
the appendix is very long and directed upwards 
and the disease forms at the end of the appendix, 
it is not uncommon to find subphrenic abscess due 
to disease of the appendix without any evidence of 
appendicitis in the right iliac fossa. I remember a 
man who had been abroad and had had rigors and 
was said to have malaria. When he came into 
the hospital we thought he had a subphrenic 
abscess. His abdomen was opened and he was 
found to have a subphrenic abscess due to appendi¬ 
citis without any evidence of appendix trouble in 
the iliac fossa, because the appendix was seven 
j inches long and directed upwards, and the end of 
1 it lay underneath the liver. 

i The symptoms of subphrenic abscess I can easily 
j give you. The patient usually says the trouble 
| came on suddenly, with pain. This is caused by 
| sudden perforation of the ulcer or of the appendix. 

And subsequent pain is a very frequent symptom. 

I It must be a most painful thing to have an abscess 
forming between the diaphragm and the liver. 
These patients are usually sick and have a dry 
tongue. They have pyrexia, which is generally of 
the hectic type; they mostly have a considerable 
j leucocytosis. But our patient did not; if I 
I remember rightly his count was only 9000, and the 
1 reason is that he was so very ill. Rigors and 
I sweats are not always present. After a time a 

1 visible tumour is usually seen. That is of great 
! importance in diagnosis, for the patient comes to 
! you complaining of pains on the right or left side 
as the case may be. His leucocytosis and his 
general signs suggest to you that he has suppura¬ 
tion there, and it may be a matter of considerable 
difficulty to be quite sure whether he has suppura- 
| tion in the chest or just below it. Supposing you 
have no X-ray picture to help you, measuring the 
chest and looking carefully at it will be of very 
! great help, for this reason : if the pus is in the chest 
! it is much easier for the pus as it collects to com¬ 
press the lung and so make room for itself than it 
is to press out the chest wall. Consequently a 
| visible swelling or any enlargement as shown by 
| measurement is quite rare in empyema. On the 
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other hand a subphrenic abscess is below the j 
diaphragm and therefore outside the chest, and the I 
abdominal wall is easily distended. A subphrenic 
abscess therefore nearly always sooner or later leads 
to some visible swelling of the abdomen. Another 
point which may help you very much is the pre¬ 
sence of local tenderness, but this is common to 
both empyemata and subphrenic abscess. And 
another valuable sign is the rigidity of the rectus 
over the seat of the trouble. If the left or right 
rectus, as the case may be, is rigid and the other 
rectus is not, and from other reasons you suspect 
the subphrenic abscess, rigidity of the rectus is a 
very great help to you. Fluctuation is very rare, 
so is local oedema. The abscess is deeply tucked 
away, and the peritoneal rub which the text-books 
mention is rare. 

The next point about which many mistakes are 
made in is this: Students often think that when a 
subphrenic abscess forms the liver will be pushed 
down a good deal. The liver is often not pushed 
down at all, and hardly ever much. This tumour 
which we felt in this case was as much pus as it 
was liver itself, and this was a huge subphrenic 
abscess. They are not generally one tenth of this 
size. The reason why the liver is not pushed down 
is this : the lower margin of the liver becomes 
adherent to the structures underneath it and to the 
anterior abdominal wall in front of it, and so it 
forms the lower boundaries of the abscess, and if 
the liver did not get fixed in that way you could 
not have a subphrenic abscess, because the in¬ 
flammation would spread over the liver into the 
general peritoneal cavity. And this fixation of the 
liver by the peritoneal adhesions prevents the 
abscess from pushing it down. So you must not 
hastily diagnose subphrenic abscess because the j 
liver is not pushed down ; indeed, the fact that the ! 
liver is not pushed down is of considerable weight 
in believing that the patient has a subphrenic 
abscess. The diaphragm is frequently pushed up. 
We saw from the X rays that the diaphragm was 
pushed up to the third rib; the heart is frequently 
pushed over to the right or left as the case may be, 
and it was so in our case. Inasmuch as the ! 
diaphragm is pushed up, the lung is frequently 
compressed, as it is here in this specimen. 

The next point is of great practical importance. 

I do think that a small subphrenic abscess is one 
of the most difficult things to find that there is. 


Supposing it occurs rather near the middle line and 
behind the coronary ligament, it is wonderful that 
we ever find it at all; indeed, a subphrenic abscess 
may be of considerable size before you can find it. 
While the abscess is forming the diaphragm is 
becoming inflamed, the inflammatory process may 
spread through the diaphragm, and the patient then 
gets signs in his lungs, pleurisy, possibly empyema, 
or some pneumonia at the base of his lung ; he may 
get gangrene at the base of his lung. So before you 
suspect subphrenic abscess the patient may have a 
cough, signs of fluid in his chest, or signs of pneu¬ 
monia or expectoration indicating it. Therefore 
particularly remember that the case may present 
itself to you first, not as an abdominal case, but as 
a chest case, and your acumen is shown by your 
taking the diagnosis from the chest into the abdo¬ 
men. Fortunately for diagnosis, it happens, not 
very rarely, that although the fluid collecting in the 
subphrenic abscess is pus, the fluid resulting from 
the pleurisy set up above it is non-purulent, and it 
is fairly clear that the diaphragm is considerably 
pushed up, and the result is that you have a layer 
of clear fluid, the thin diaphragm, and underneath 
it a layer of pus. If, when you are needling the 
chest, you find by needling definite spots you get 
clear fluid and lower down pus, it is very likely 
you are dealing with subphrenic abscess. 

The next thing I want to direct your attention 
to is this, and that has been talked about a good 
deal in the last few weeks in the wards because of 
another case I shall mention. Do not, when you 
suspect there is subphrenic abscess, be in a hurry 
to deal with it. Remember it is quite likely to be 
behind the lateral ligament and near the middle 
line. What a terrible place for a surgeon to have 
to drain ! No harm can happen if you leave it 
for a few days, for it is well shut off from the 
peritoneal cavity. Here is this gigantic abscess 
holding over two pints, and although there was a 
very little general peritonitis to be seen at the post¬ 
mortem, it was quite recent, and the man did not 
suffer clinically from general peritonitis. The 
patient is running but little risk if you do not 
! search for the abscess till you are fairly sure 
of your diagnosis. But if you do try to deal 
with it early think of the risks which you run. 
If you find it by a puncture, pus may come out 
along the tract of your needle, and so cause 
general peritonitis, or if the abdomen is opened 
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and you search for it you may be putting your 
hand in the abdomen, rupture the fine adhesions 
limiting the abscess and so cause general peritonitis. 
I have never seen harm happen from leaving alone 
a subphrenic abscess at least a fortnight after the 
first symptoms of it appeared, but much harm may 
result from operating early, and such abscesses are 
very difficult to find when you look for them early, 
and if you do not find the abscess you are likely to 
say it is not there. To show you how difficult it 
may be to find them, last time I was in charge of 
Miriam Ward there was a woman there who had a 
subphrenic abscess. She was going to be operated 
upon one afternoon at four o’clock. At two o’clock 
in the afternoon she vomited up a quantity of pus. 
It was clear that her subphrenic abscess had 
ruptured into her stomach. The operation was 
postponed, the temperature came down, and the 
woman did perfectly well for about a month. Then 
the temperature began to go up again, a leuco- 
cytosis reappeared and all the general symptoms 
indicating that there was a fresh collection of pus, 
and the abdomdh was opened and the surgeon 
passed his hand in, and he said he examined all 
round the liver and could not find it. There is a 
little boy in the ward who from the physical signs 
and from his rise of temperature was thought to have 
subphrenic abscess following upon appendicitis. 
After waiting some time an anaesthetic was given, 
and the surgeon made every possible attempt to find 
that subphrenic abscess both by needles and opening 
the abdomen. It was never found, but a drainage- 
tube was put down behind the liver into the wound 
which was made in the abdomen to look for the 
abscess, because we thought that the direction of 
the drainage-tube would be that of least resistance 
for it, and the abscess would probably discharge 
itself through the drainage-tube. And sure enough 
a few days afterwards pus came through that drain¬ 
age-tube and the boy is well. So in both those 
cases the most careful surgery failed to find the 
subphrenic abscess. I want you, please, particu¬ 
larly in these cases, not to depend too much upon 
the needle for your diagnosis. Before you needle 
the patient you ought to have made your diagnosis. 
The object of putting your needle in ought to be, 
not to diagnose that there is pus, but to find where 
the pus is, so as to guide a surgeon w’here to find 
it. in the first place, if you depend chiefly for 
your diagnosis upon the needle you will very fre¬ 


quently fail to make any diagnosis at all, because, 
as we have seen just now, these abscesses may be 
very difficult to reach and very small, and in the 
second place there is no object in finding the pus 
early, because I have told you—do not hurry ; wait 
until the abscess is easy to get at, and then operate. 
Further, you must remember you must never put 
the exploring needle through the peritoneum, 
because if the pus leaks in the track of it, as it 
comes out, the patient may get general peritonitis. 
You may in these cases, if you have waited long 
enough, put the needle between the ribs, because, 
when a case has lasted some time, it is very likely 
the pleural cavity is closed by some pleurisy, or 
that the diaphragm has been pushed so to the side 
that it is in contact with the chest wall, so you will 
do no harm by putting the needle through the 
chest wall. Never needle until you are prepared 
to operate. Put the patient under the anaesthetic 
and then needle through the spaces in the chest— 
never through the abdominal wall. And when you 
have reached the abscess through the spaces in the 
chest, you have guided the surgeon as to the direc¬ 
tion that he should take to open it. 

You may ask me what are the difficulties in the 
diagnosis? I have in passing indicated to you what 
they may be. Ours was a very easy case, because 
of the presence of air. Most of the cases have no 
air. But I think there are only two points which 
I especially wish you to guard against. One is, 
that the text-books lead you to believe that you very 
frequently get a dome-shaped top to your area of 
dulness due to subphrenic abscess. That is per¬ 
fectly true; you often do. The pus pushes the 
diaphragm up, and you can map out and mark with 
a blue pencil on the chest a dome-shaped area of 
dulness. But you must not depend upon that 
because there may be pleuritic effusion as well. 
And then of course the dulness of the pleurisy 
obliterates the dome-shaped dulness due to sub¬ 
phrenic abscess. The second thing I beg of you 
to bear in mind with regard to diagnosis is what I 
told you just now : you must not expect the liver 
to be pushed down very much. It is clear that 
the treatment is outside this lecture, because 
directly you have found a subphrenic abscess, after 
waiting a Reasonable time for the finding of it to 
become easy, the patient passes under the care 
of a surgeon. 

February yth, 1910. 



280 The Clinical Journal. ] 


MR. WARE. 


ON ABDOMINAL DIAGNOSES. 
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Senior Surgeon to St. John’s and Elizabeth’s Hospital. 


Some years ago I had the honour to read before 
this Society a paper wherein I touched upon the 
apparent decay of power of diagnosis and the 
increasing prevalence of what is euphemistically 
termed the exploratory incision. 

In no region of the body is this procedure more 
prevalent than in the abdomen, and although it 
may be true that little, if any, harm accrues from 
the operation, yet every precaution should be taken 
not unnecessarily to expose a patient to this risk. 

Quite recently I saw a specimen of a heart 
exhibiting all the classic evidence of ulcerative 
endocarditis, and could scarcely credit the state¬ 
ment that this patient had been subjected to 
exploration of his gall-bladder to endeavour to 
fathom the cause of his recurring rigors and tem¬ 
perature. 

I do not intend to now enter into the whole 
question of differential diagnosis of abdominal 
disease. The subject is far too vast, but my 
desire is to bring forward some remarks, with, as 
far as may be, illustrative cases, some of which will 
give rise to discussion, and allow us to ventilate 
our views on this very interesting subject. 

Many important deductions may be drawn from 
the history given by the patient of his illness, and 
much attention should be given to this. 

Patients are apt to say the pain they may suffer 
from is everywhere, but on close questioning one 
can usually elicit the point from which the pain 
has started, which fact may be a valuable indica¬ 
tion as to the seat of disease. 

Some four years ago a girl, set. 22 years, was 
admitted into hospital under my care suffering ! 
from general peritonitis. The medical certificate 
sent with her stated that she was suffering from 
general peritonitis and not from any infectious 
disease. 

Although the girl was exceedingly ill she was 
quite able to give an account of her illness, and 
stated that forty-eight hours before admission she 
had sustained sudden and acute pain in the 
epigastrium which had caused her to almost faint. 
So ill was she that she was carried by her fellow- 
servants to bed ; here she apparently rallied, was 
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seen by a doctor, and given a mixture, and milk 
and soda-water. There was a vague account of 
past indigestion. 

The history, of course, was typical of perforated 
gastric ulcer. The abdomen was tumid and 
motionless, and acutely tender all over. 

An incision through right rectus in epigastric 
region was made. The peritoneal cavity containing 
much fluid, and milk and soda-water perchance, was 
carefully sponged out, and after much searching a 
well-defined perforated ulcer on the lesser curva¬ 
ture of the stomach close to the cardiac end was 
found. 

This was closed in the usual manner, a gauze 
drain left in contact with the site, and the abdomen 
closed. An excellent but unexpected recovery 
followed. 

It is difficult to believe that the history of this 
case can have been ascertained carefully, otherwise 
the patient would have at once been sent to 
hospital. 

Again, a man, set. 54 years, came under care six 
hours after having sustained severe abdominal pain 
following the lifting of a bucket of water. He gave 
no history of past indigestion. 

He looked ill, had a rapid pulse and constant 
vomiting. Abdomen not distended ; upper portion 
moved badly. No obvious dulness in flanks. No 
tenderness and but very slight rigidity over upper 
portion of right rectus. In the right inguinal region 
there was a lump about one and a half inches in 
diameter, semi-elastic, with no impulse on cough¬ 
ing. Patient was quite positive that had not been 
there before date of admission. The diagnosis 
evidently rested between an incarcerated hernia or 
a perforated viscus, possibly duodenum. 

Acting on the assumption that this statement was 
correct I incised over the mass, only to find it a 
lipoma. Through the right rectus the abdomen 
was then rapidly opened in the epigastrium. The 
abdominal cavity contained some fluid, which was 
removed by sponging. Close to the pylorus on the 
anterior wall of stomach was a punched-out per¬ 
forated ulcer, which was closed by a double row of 
Lembert sutures, a drain inserted, and wound 
closed. 

Much shock supervened, which was combated 
with continuous saline enema. The patient un¬ 
fortunately lived only three days, and died from 
general peritonitis. In this case I had the advan- 
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tage of consultation with, and co-operation of, the 
doctor who had seen the man shortly after the 
onset of pain, and he was of opinion, in which I 
concurred, that the case was one of hernia. 

In passing, I may remark that even hernia is 
occasionally overlooked, for on one occasion I was 
asked to operate abdominally for obstruction on a 
patient who was proved to have an incarcerated 
inguinal hernia, which was reduced without opera¬ 
tion. 

The difficulty which arises in the differential 
diagnosis between appendicitis and right pyosalpinx 
may often be partially unravelled from the history. 
Patients with jjyosalpinx generally give an account 
of purulent vaginal discharge, it may be, many 
years before the present illness. 

In the case of married women a conversation 
with the husband is often most illuminating. 

Of this condition I have seen several instances, 
and always in such cases the incision should be 
made through the right rectus, for by this opening 
it is much more possible to deal with both condi¬ 
tions should they exist, or with one only. In some¬ 
what mountainous ladies this is more desirable. 

In patients with ovarian tumour, history of pain 
and general illness at some previous time is impor¬ 
tant, as from this can often be judged the severity 
of the operation to be performed. 

Quite recently I saw a lady with a large right 
ovarian cyst. She appeared well and without much 
discomfort, the first intimation of the presence of a 
tumour being pain, which was rightly diagnosed by 
her doctor as being due probably to twisted pedicle 
of ovarian cyst. 

At the operation, which we explained would 
probably be a severe one, intestine and omentum 
were adherent to the whole cyst-wall, and it was 
only with much patience and tenderness that it 
was possible to enucleate the cyst, which measured 
between seven and eight inches in diameter. 

When the contents, deeply blood-stained, had 
been evacuated, we found the pedicle had a com¬ 
plete double twist, which seemed very remarkable j 
in so large a tumour. 

The patient, however, made an excellent re¬ 
covery. 

Pain in appendicular disease is always present 
cither in history or in fact, and although, perhaps, \ 
it may be so slight as almost to be disregarded by 
the patient, nevertheless on close questioning one 


can almost always elicit an account of this. We 
hear of patients becoming profoundly ill at their 
first attack, and no doubt they do so, but I suspect 
that many of these cases have had previous slight 
attacks whose history is in oblivion. 

Having satisfied ourselves as regards the history 
of the patient we usually now come to the physical 
examination. During this the patient should be 
placed at ease as far as possible, the head and 
shoulders being slightly raised and the back resting 
on the bed or couch—not arched as is so frequently 
the case. 

Even in a duchess the belly should be bare. 

On visual examination we notice the movements 
of the belly-wall and possibly peristalsis of the intes¬ 
tine, and, needless to state, the prominence or 
, otherwise of one or more regions of the abdomen. 
This movement of the belly-wall is often very 
deceptive. On casual examination all seems 
equally to share in motion, but in a good light 
! we can often observe that some portion of the 
I muscle is moving slightly, if at all—a valuable 
indication of underlying disease. 

As to peristalsis, this is often present in cases 
! of obstruction, and it is then usually the small 
intestine which is observed, but visible peristalsis 
of the large intestine may take place and be con¬ 
sequent upon pressure of a tumour from behind the 
viscus. There is occasionally considerable difficulty 
i in establishing the diagnosis of a hydronephrosis, 
especially when it is of large size and occupies a 
great portion of the abdomen, and here this peri¬ 
stalsis of the large intestine is a valuable and 
reliable indication. 

Thus, a lady under the care of an excellent 
gynaecologist was about to be operated on for what 
had been diagnosed as a left ovarian cyst. Whilst 
examining the belly, twenty-four hours before the 
proposed operation, descending peristalsis in a 
longitudinal direction was noticed to take place 
over the tumour, which was of very large size. 

The suggestion was made that the tumour was a 
hydronephrosis of the left kidney and not an ovarian 
cyst, and this was subsequently confirmed by an 
incision in the loin and the insertion of a large 
tube into an enormously dilated kidney. 

Now to proceed to palpation. This should 
always be done with a warm hand; a cold hand is 
distressing to the patient and cannot give any 
reliable information to its possessor, for the 
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muscles at once contract under it and lead to 
most erroneous and fallacious conclusions. 

For my own part, having thoroughly warmed my j 
hand, I place it evenly and gently on the belly-wall 
away from the seat of pain, and from the portion 
of the abdomen whose walls I may have observed * 
to be moving badly. 

By this means confidence of the patient is gained, 
and whilst talking of some extraneous subject one 
explores the abdomen, and slowly comes upon the 
painful or non-moving area. 

The slightest rigidity of muscles should be 
noticed, this sign being usually present in the , 
recent acute abdomen. j 

As I have said, the abdomen should be explored, i 
and by this I mean that all organs should, as far I 
as possible, be palpated, and any tumour or abnor¬ 
mality noticed. I 

It may be presumption on my part to reiterate 
the importance of ihis before such a learned 
assembly, and I ask your pardon for narrating some 
most extraordinary errors which have been made j 
from want of thorough examination. I have in my i 
own small experience seen three patients with very 
movable right kidney who had been diagnosed, two 
as appendicitis, and one as gall-stone colic. 

To take the appendix cases first: i 

One, a lady, jet. 47 years, was said to have had ! 
numerous attacks of appendicitis, spreading over a 
period of five years. I 

She was during the attacks sick, with severe pain 
in right abdomen. So often did these distressing 
symptoms come on that she lived on a most spare 
diet, and rarely walked, taking air by means of a 
bath chair. 

At length she agreed to be operated on. After 
a most careful examination I could find no evidence 
of appendicitis, but detected a very movable right 
kidney and a dilated stomach. In order to be as 
sure as possible the patient was examined under 
an anaesthetic, which is a most desirable procedure, 
and still not even the slightest thickening could be 
detected in the region of the appendix, but the 
kidney could be made to excurse largely. 

The diagnosis then was movable kidney, Dietl’s I 
crises, and traction on the duodenum. 

The kidney was fixed in the right loin, after the 
plan of Mr. Jacobson, and now for five years the ' 
woman has been perfectly well, and is a joy to 
herself and her husband. 


The second was similar, but in this instance the 
crises were more acute and extreme when they came 
on, and the patient learned to replace her kidney 
by twisting out of bed. She preferred this 
manoeuvre to any surgical interference. 

The last case was one in which a lady had been 
assured she had gall-stones, and that they were the 
cause of her trouble, viz. acute pain and vomiting. 
She was sent to me to confirm the diagnosis, and 
to discuss the propriety of operation. 

In the course of examination I unexpectedly 
came upon the right kidney in the region of the 
umbilicus, and was distressed and astounded when 
the patient nearly leapt from my c&uch as though 
shot from a cannon, as was the famous Zaeo. 

After much persuasion I was allowed to pursue 
my investigation and satisfy myself as to the con¬ 
dition to be dealt with. 

The position was extremely awkward. Possibly 
the lady had gall-stones, but the offending organ 
was her kidney. Now, when her sickness and pain 
come on she sends for her doctor, who replaces 
the organ with the utmost gentleness into its 
normal position, and soon her symptoms are 
abated. These still come on in spite of a belt. 
Up to the present, so great is her dread of being 
scarred, she has refused operation with all it holds 
promise of; a curious instance of the vanity which 
pervades the sex. 

I do not contend that every instance of floating 
kidney leads to serious symptoms, for in many 
instances, as is well known, none arise, and patients 
are best left in ignorance of the change of location 
of this aberrant body. Nevertheless, grave sym¬ 
ptoms are sometimes caused thereby, and it is well 
to bear them in mind during an abdominal exami¬ 
nation. Whilst discussing this question of movable 
kidney, may I say a few words in regard to the 
well-known difficulty of differentiating enlarge¬ 
ments of the right lobe of the liver from tumours 
of the right kidney ? 

The late Dr. Bristowe taught that when there is 
no area of resonance between the liver-dulness and 
dulness over a tumour in the right hypochondrium, 
that tumour is of the liver, and, although not 
infallible, this is a good working rule to go by ; 
and, as far as I have been able to observe, there is 
another feature which is almost constant : I refer 
to the excursion during respiration. 

A swelling of the kidney excurses from the com- 
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mencement of inspiration until the end. A liver 
swelling excurses only at the end of inspiration. I 
believe this clinically to be a fact, though it may 
not fit in with physiological notions, and I should 
much like to hear the views of members on this 
point. 

During the past month a gentleman, aet. 27 years, 
employed in Ceylon, was seen by six different 
medical men. He complained of a swelling in 
the right hypochondrium, which had come on 
gradually as far as he knew and now occasioned 
him some pain. He had lost weight to the extent 
of 7 lb. in three months. 

The diagnoses given were : two in favour of 
hydronephrosis; one, gall-bladder; two, growth in 
liver; one, hydatid. 

Now the history precluded any renal colic or 
calculus, and the man had been generally perfectly 
well. 

The physical signs : Obvious bulging in right 
hypochondrium; belly moved well; no tender¬ 
ness or rigidity. Large, elastic, dull mass felt, the 
dulness being continuous with that of the liver. 
Pressure in front made mass very plainly palpable 
in right loin, and on inspiration the roundish edge 
was felt to move quite at the end of inspiration. 
Peristalsis of colon was not observed. No thrill. 

Acting on the assumption that the swelling was 
in the liver, an incision was made over it and a 
large hydatid cyst evacuated. 

In this case the large elastic swelling bulging 
into right loin certainly very closely simulated 
hydronephrosis, and the site of incision depended 
on the diagnosis. 

The presence of small tumours in the abdomen 
can be easily made out when parietes are slack, 
but in the more rigid state it is well to examine 
under anaesthesia—preferably CHC 1 3 . 

A small tumour being discovered, it is' not 
possible to definitely state its nature, and it does 
not necessarily follow that the lump is malignant. 

Very early in my surgical career, at the Plaistow 
Hospital for Women and Children, I saw a woman, 
ait. 47 years, who complained of great pain on 
defecation. So severe was this that she dreaded an 
action of the bowels and took such food as she 
knew would lead to constipation. Symptoms had 
been present some months. She was thin and 
worn-looking. Stools scrappy and small ; no 
blood. 


I'er rectum ?iil found. Through her flaccid 
abdominal wall, deep down in left pelvis, was felt a 
hard mass about the size of a walnut. 

I certainly thought this to be due to malignant 
growth and advised operation, planning to myself 
to excise the affected bowel and procure union 
by end-to-end anastomosis. For this purpose I 
practised assiduously in the dead-house, but when 
I operated the mass was not malignant. The 
lump felt was the left ovary enclosed in a loop of 
the sigmoid, so that when feces passed over it 
great pressure and consequent pain must have 
occurred. 

Reluctant to remove the ovary and mindful of 
a recent law case, I dissected the ovary from the 
bowel and attempted to replace it in the pelvis, 
subsequently covering as far as possible the denuded 
bowel surface. The woman made a good recovery 
and kept well for four months, when she returned 
complaining of pain in the same manner as before. 

This time I could not feel the ovary but sus¬ 
pected fresh adhesions had taken place. 

Therefore the abdomen was re-opened, the ovary 
found again glued to the bowel, and the possibilities 
having previously been explained to the patient, 
the organ was removed. 

Patient recovered well, and as far as I know has 
remained well ever since. 

Other cases could be mentioned to illustrate 
this. Among others there is the well-known case of 
Dr. Ford Anderson, wherein the bowel tumour 
proved to be a large gall-stone. 

As to abdominal rigidity, its importance in 
the recent acute abdomen is admitted by all, and 
in a recent number of the ‘Practitioner’ there is 
an excellent article which I commend to your 
notice. 

I am mindful of one case in which this sign was 
observed but was not acted on. 

Patient was a stout woman, jet. 55 years, who 
had had several well-marked attacks of appendi¬ 
citis and was sent to hospital during her last. 
She was kept at rest as usual to allow the acute 
process to subside, and seventeen days after admis¬ 
sion rigidity of lower portion of left rectus was 
noticed. 

At the operation next day chronic thickened 
appendix was removed, and through the wound 
omentum felt adherent to belly-wall behind the 
left rectus. The temperature rose, and fourteen 
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days later I incised over the rigid portion of belly- 
wall and evacuated an inter-intestinal abscess. 
Had I paid proper attention to this sign when it 
was first observed I should have spared that 
patient much pain and a tedious convalescence. 

Of the value of percussion I need say but little 
save that it should not be neglected. The nature 
of a swelling may be suspected by it, but it is 
deceptive in the rare cases of gaseous abscesses 
which occur, and along with a goodly company I 
have been deluded by it. It is not always carried 
out. 

Recently we had a patient in hospital who was 
sent in to have an abdominal tumour removed. 

There was an enormous swelling in the abdomen, 
which looked at first sight like a huge cyst, having 
the poached-egg appearance and extending from 
the epigastrium to the pubes. On percussion it 
was resonant, and after administration of dilating 
powders we could distinctly map it out as a huge 
stomach. The tumour was not removed. 

No abdominal case should be operated on where 
there is any doubt about diagnosis until a rectal 
examination has been made. Of the information 
gained thereby in appendix and salpingitis cases 
everyone is cognisant, and there are other condi¬ 
tions besides carcinoma which are sometimes made 
manifest by this procedure. 

A case of so-called colitis, caused by a large 
fibroid pressing on the bowel, has come within my 
knowledge. The fibroid was removed and the 
colitis cured. Whether this was due to the six 
months’ medical treatment the patient had endured 
you are the best judges. 

Prolapse of rectum and bladder may be brought 
about by a fibroid incarcerated below the promon¬ 
tory. 

Now, gentlemen, I must ask your pardon for 
these somewhat fragmentary remarks. No one 
doubts the great difficulty of abdominal diagnosis, 
but it is not by regarding it as impossible that 
progress will be made. 

When a patient suffers from abdominal symptoms 
that patient should be thoroughly examined. Even 
in ordinary indigestion this should be done. One 
of our members not long ago kindly asked me to 
operate on a woman with an enormous dermoid 
cyst, which occupied nearly the whole abdomen, 
and before this unfortunate woman came into his 
care she had been treated assiduously for indiges¬ 
tion. This experience is not singular, and other 
cases have been heard of. 

February yth , 1910. 


ON A CASE OF MYASTHENIA.* 

By F. W. LANGRIDGE, M.R.C.S.Eng., 
L.R.C.P.Lond. 


1 Mr. President and Gentlemen*—' The case I 
am about to bring under your notice is, I think, 
one of considerable interest, especially from the 
point of diagnosis, and I will at once confess 
I that when first seen by me I took a wrong view 
of the case. I do not mention this as anything 
unusual in my practice, but when I tell you that 
a leading consultant in one of our largest provincial 
| towns, who saw the case shortly afterwards, slipped 
| into the same pitfall as myself, I think you will 
agree with me that I was in very good company, 
and that the diagnosis of the case was not of such 
a simple nature that he that runs might read. 

I have called the case one of myasthenia, 
i because I wish to introduce it to you as it 
presented itself to me. Nature, unfortunately, or 
perhaps fortunately for the inierest of our work, 
does not send her cases of disease to us ready- 
labelled, and it is often only after a prolonged and 
i painstaking examination, and a careful considera- 
1 tion of all the signs and symptoms, and attendant 
circumstances, such as family and previous medical 
history, that we are enabled to arrive at a correct 
j solution of the problem presented to us. Even 
after we have taken every possible care there 
remains a residue of cases, alas ! only too large, in 
which no solution is forthcoming. Under these 
circumstances I think by far the wisest plan is to 
follow the advise of Pudd’nhead Wilson, one of 
1 Mark Twain’s celebrities, who says, “ When in 
doubt speak the truth.” I know this is a very 
difficult thing lor some of us to do, gentlemen, 

I but I firmly believe that there are others, besides 
| George Washington, even among members of the 
medical profession, who have on occasions accom¬ 
plished this feat. 

In calling the case one of myasthenia I use 
the term in its widest sense, as indicating a weak 
action of the muscles, irrespective of the under¬ 
lying cause ; but I will return to this later on, alter 
reading to you some extracts from my notes of this 
case. 

Before doing so, however, I ought to tell you 

! * Delivered before the South-Western Branch of the 

1 British Medical Association at Plymouth. 
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that my full notes have already been published in ! 
the Clinical Journal by Dr. Batten, of the j 
National Hospital for Nervous Diseases,* to whom 
I sent the patient, but as he has paid me the com¬ 
pliment of transcribing them practically verbatim, a 
fact which he kindly acknowledges, I do not think I 
need apologise for bringing them before the notice of 
this meeting, although some of you may already 
have seen them in the Clinical Journal. 

The patient, F. B—, a girl, aet. 25 years, was first 
seen by me on July 18th, 1904. She complained j 
of weakness in the legs and of having fallen down 
suddenly in the street. She had also fallen a good | 
many times on the stairs. On these occasions she j 
was unable to get up without assistance, or catching ' 
hold of something to help her. She also had great 
trouble in getting upstairs and in rising from the 
sitting position, being obliged to help herself up by 
pressing on the seat of the chair with her hands, 
and then she could only get up after several un¬ 
successful attempts. She felt as if “all power and 
strength had gone out of her.” She was a great, 
strapping girl, well-nourished and apparently in I 
perfect health. She was a strong, healthy child 
when born, but had been brought up by hand, and 
until twenty-one years of age had suffered from 
nothing but childish ailments. 

About six months before I saw her she had fallen 
backwards three or four times whilst rinking. On 
that occasion she hurt her hips and back, but not 
severely, and after feeling stiff for about a week 
and suffering some pain at the bottom of her back¬ 
bone, got quite well. 

I examined her nervous system carefully but 
could detect no evidence of organic nervous j 
disease. All her organs and functions were normal, 
and so I labelled the case as one of hysteria. This | 
seemed to me the obvious diagnosis, and although j 
one is constantly warning oneself against the danger | 
of accepting an obvious diagnosis without pre- I 
viously excluding every other possible cause, I 
think that most of us are very much like * Alice 
in Wonderland,' always giving ourselves good 
advice but never taking it. 

Of course it is easy enough to be wise after the 
event, but looking back upon the case I blame 
myself for having accepted such a diagnosis so 
readily. The fact of there being no symptoms of 
organic disease of the nervous system in such a 
* Clinical Journal, February 24th, 1909. 


case does not, in the absence of any of the positive 
stigmata of hysteria, justify such a conclusion. In 
my present state of mind I am of opinion that a 
diagnosis founded merely upon negative symptoms 
is like unto a house built upon the sand, and when 
beat upon by the winds of adverse criticism, is liable 
to meet with a similar disastrous fate. 

The consultant to whom she went and with 
whom I had had no previous communication on 
the case said, in his letter to me : “ There is nothing 
organically wrong except a minor degree of anaemia. 
The rest may be summed up under the designation 
of hysteria.” He advised a pill of valerianate of 
zinc, iron and quinine, which I had already been 
giving, and assured the girl that there was no reason 
why she should not get quite well. 

After a time she improved considerably and I 
did not see her again till October 15th, 1908, more 
than four years after my first attendance. I now 
found her as bad, or worse than before. The only 
thing of importance that had happened in the 
interval was that at Christmas, 1907, she sprained 
her ankle, and it was after this that the old symptoms 
had returned. You will notice that there was the 
history of a slight traumatism both before the first 
onset and also before the relapse. 

This time I made a more systematic examination 
of the case, and I now discovered that her chief 
disability centred around the proximal segments of 
her upper and lower extremities. As regards the 
upper extremities, on trying to raise her arms she 
could get them horizontal only with difficulty, but 
had to drop them again immediately; with a 
sudden effort she could get them a little higher, 
but could not raise them above her head. To do 
her hair she had to rest her elbows on the table or 
hold one elbow with the other hand. She had a 
fair grip, but when carrying anything heavy her 
hands opened and she let it fall. One day she 
dropped a jug of boiling water and nearly scalded 
her mother. 

As regards the lower extremities her walk was 
decidedly waddling, and she lurched from side to 
side. She soon got tired, but after resting could 
go on walking again fairly well. She also had 
great difficulty in getting up stairs. When sitting 
she could extend her leg on her thigh, but when 
lying in bed she could not, with legs extended, raise 
her foot from the bed, again showing that it was the 
movements of the proximal segment of the lower 
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extremity that were principally affected, the muscles 
of the pelvic girdle being at fault. 

She moved her feet freely. In getting into bed 
she first sat on the side of the bed, then bent her 
knees, and grasping the flexed legs just below the 
knee in front lifted them into bed. To get out of 
bed she first rolled on to her side, then threw her legs 
over the side of the bed and sat up. If laid flat on 
her back on the floor she had the greatest difficulty 
in getting up, and went through the manoeuvres of 
the pseudo-hypertrophic paralytic child. 

The degree of disability varied, and she volun¬ 
teered the information that she was always worse 
about ten days before a monthly period and began 
to improve about a week after. Her legs were also 
worse towards evening. 

She complained of a dull gnawing pain at the 
back of the neck and in the lumbar region. 

She was a well-nourished girl with a good 
appetite. 

Her legs and thighs looked large and well 
developed, but the upper extremities appeared 
comparatively small, and the muscles felt soft and 
flabby. She slept well and did not suffer from 
headaches. The expression of her face w*as rather 
dull and apathetic, although all her muscles of 
expression acted naturally. 

As regards eye symptoms, she often saw double. 
The movements of the eyeballs were normal, and 
the pupils reacted normally to light and accom¬ 
modation. To this Dr. Batten has added : “ Ptosis 
is only occasionally present, but there is some weak¬ 
ness of the orbicularis palpebrarum, and the pupils 
are ectopic.” 

Reflexes, special senses, sensation to all forms 
and sphincters were normal. Bulbar symptoms 
were entirely absent. This latter point is of some 
importance in the diagnosis. 

In his paper on the case Dr. Batten says : “ Only 
a few additions are needed to these notes, viz. the 
gait of the patient when tired is very similar to that 
seen in pseudo-hypertrophic paralysis. The patient 
walks with a marked lordosis and tends to waddle, 
swinging the legs from the hips. The greatest weak¬ 
ness exhibits itself in the flexions of the thighs on 
the abdomen.” 

As regards electrical reactions, a point of the 
greatest importance in such a case, I am sorry to 
say I can afford you no information from personal 
observation, and for a very good reason. 


Dr. G. V. Poore, in one of his charming lectures 
on medical jurisprudence, referring to the detec¬ 
tion of blood stains, says : “ I have often asked 
students at examination : ‘ If a policeman were to 
j bring you a piece of a garment with a spot upon it, 
and he asked whether it was blood, what would 
you do ? ’ The answer in many cases has been : 
j ‘ Oh ! I would use the spectroscope/ I ask, ‘ Have 
' you got a spectroscope ?’ Answer, * No, sir.’ ‘ Then 
1 you would not use it/ ” * Well, for a similar reason 
1 I did not examine the electrical reactions in this 
case, because I had not the necessary apparatus ; 
besides which a busy country general practitioner, 
whose fees are in inverse proportion to the amount 
of his work, has not the time, even if he had the 
necessary apparatus and experience, to enter into 
the finer shades of diagnosis possible to the 
Harley Street specialist, with his armamentarium 
of mechanical aids to observation, and fees which 
enable him to spend a considerable time over 
each individual case, but must content himself with 
what the late Dr. Milner Fothergill likened to the 
classification of the market gardener as opposed to 
that of the scientific botanist. 

Under these circumstances, therefore, I daresay 
you will not be unwilling to accept Dr. Batten's 
uncorroborated observations on this point, and I 
think it will be best to introduce them here. He 
says: “The electrical examination of the larger 
muscles does not give the typical myasthenic 
reaction. Faradic stimulation repeated 200 times 
does not produce any marked exhaustion in such 
muscles as the biceps. On the other hand a well- 
marked myasthenic reaction is obtained in the 
j interossei. The psoas-iliacus group of muscles 
I does not lend itself to electrical examination.” 

In answer to a letter of mine\ the resident 
medical officer informed me that there was a 
; complete absence of the reaction of degeneration, 

; but that the interossei tired after two or three 
shocks. 

Dr. Batten also states that the knee-jerks could 
not be exhausted by repeated taps. 

| Now here we have what I consider a most 
striking but distressing picture : A patient in the 
| primfe of womanhood, well-nourished and appa¬ 
rently in robust health, with no discoverable 
organic or functional disease of any of her thoracic, 

* Clinical Journal, April 25th, 1900. 



The Clinical Journal. ] 


MR. LANGRIDGE. 


[Feb. 9,1910. 287 


abdominal or pelvic viscera, with an absence of 
all symptoms pointing to organic disease of either 
her upper or lower motor neurons, and yet suffering 
from such extreme weakness of the muscles, 
springing principally from the shoulder and pelvic 
girdles, as to incapacitate her from taking part in 
any amusement or occupation entailing muscular 
exertion. 

Now what was the matter with this girl ? As I 
have already told you, when first seen by me, 
finding no evidence of involvement of the motor 
tract I thought it was a case of hysteria. 

It seems incredible that a man with the most 
elementary knowledge of physiology could be so j 
obsessed by the idea of hysteria as to overlook the 
very obvious fact that the integrity of the muscle 
is as essential to the performance of a so-called 
voluntary muscular action as is that of the motor j 
tract of the nervous system. But I am ashamed to 
say that I must plead guilty to such an indictment. 1. 

On the second occasion, having evolved the 
illuminating and highly original idea that imperfec- l 
tion in muscular action might possibly be due to } 
some defect in the muscle itself, I remembered 
some interesting lectures on myopathy* and myas¬ 
thenia gravist by Dr. Batten, which I had read 
since my first attendance on the patient, and ' 
thought that possibly she might be suffering from 
one of these conditions. 

On looking up the lectures, however, I found 
that, as regards myopathy, wasting of the muscles 
was an essential point, although in the variety 
known as pseudo-hypertrophic muscular paralysis, I 
which this case resembled in some respects, there | 
is an apparent increase in the size of some of the , 
muscles, especially those of the calves and buttocks. 
This, however, is due chiefly to an increase in the 
amount of interstitial fat and fibrous tissue rather , 
than to any increase in the size or number of the 
muscle-fibres themselves. Then, too, this disease 
nearly always occurs in young children of the 
male sex, and there is generally an hereditary | 
tendency, so that the present case hardly con¬ 
formed to this type. 

As regards myasthenia gravis, the authorities to 
whom I had access laid great stress on the presence 
of bulbar symptoms. Sir Samuel Wilks, who first 
called attention to this disease, having described it 

* Clinical Journal, January 14th, 1903. ' 

+ /bid., December 18th, 1901. ^ 


as “ bulbar paralysis without any anatomical 
change,” and as in this case there were no bulbar 
symptoms whatever, I thought that this fact nega¬ 
tived such a diagnosis. (It is interesting to note that 
in a paper on myasthenia gravis by Dr. Morton 
Palmer,* he gives an extract from a book published 
as early as 1685, in which a special variety of 
“ palsey ” is described, which is, no doubt, a case 
of this disease, a good illustration of the saying that 
“ there is nothing new under the sun.”) 

Halting thus ’twixt two opinions, I thought the 
best plan would be to send the patient to Dr. 
Batten, who kindly admitted her into the National 
Hospital under his care. 

On December 14th of last year I heard from him 
as follows : “ I saw your patient in the out-patient 
room and again in the ward this afternoon. The 
case is one of the greatest interest, and at first 
sight the gait and position of the body suggest that 
the condition is due to a myopathy. On the other 
hand, with a more careful examination, the absence 
of any atrophy of muscles, the great variation in the 
strength of the muscles, the variation in the power 
of the ocular muscles, apart from the presence of 
a well-marked myasthenic, electrical reaction in 
certain muscles makes it almost certain that the 
case belongs to the group ‘ myasthenia gravis. 7 
The absence of the bulbar symptoms is, I admit, 
unusual, but there is a patient in the hospital who 
has the ocular symptoms but has had no bulbar 
symptoms, and he (I think) has been under obser¬ 
vation for nearly ten years. The type of myas¬ 
thenia gravis has deen considerably widened since 
it was first described as ‘bulbar paralysis without 
anatomical change, 7 and during the last few years 
we have had to widen our conception of the disease. 
I will show the case to some of my colleagues, and 
if there is any divergence of opinion I will let you 
know*.” 

Since receiving this letter I have come across a 
most interesting article on myasthenia gravis in the 
‘Encyclopaedia Medica/ written by Dr. Edwin 
Bramw'ell. In it the writer refers to the affection 
as a symptom-complex, and deprecates the use of 
the terms, “ asthenic bulbar palsy,” and “ bulbar 
paralysis without anatomical change,” for although 
in the majority of cases many of the symptoms 
point to a bulbar affection, any or all of the 
voluntary muscles may be affected, and in some 


* Guy's Hospital Reports,’ vol. Ixii. 
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cases, at any rate in the early stages, the limbs alone 
may suffer. 

I have not time to discuss the morbid anatomy 
or the pathology of this affection, and although the 
observations concerning the former, and the 
speculations with regard to the latter, are of con¬ 
siderable interest, as far as I can gather, our i 
knowledge with regard to both is as yet merely in 
the nebulous stage, and it is impossible to give a 
“ frigid and calculated ” pronouncement upon 
either. The article I have already referred to gives ! 
an excellent resume of what is known on these i 
points, and Dr. Morton Palmer’s paper in ‘ Guy’s j 
Hospital Reports ’ brings the subject well up to ! 
date. 

As regards treatment, rest and strychnine seem 
to be of most use, especially the former. Massage 
and electricity are mentioned by Dr. Batten, only 
to be condemned. Various glandular extracts have 
been tried, but with no marked success. There is 
one fact, however, which at the present time, when 
we are hearing so much about that most fascinating 
subject of internal secretions, appears to me to be j 
of peculiar interest. Referring to a case which has j 
been under his observation for a number of years, j 
and in which the patient, a woman, married, Dr. 
Batten says : “ Since marriage she has been better, 
and although it cannot be said that pregnancy has 
had any direct effect on the course of the disease, 
in such a disease as myasthenia gravis the possibility 
must be considered of the foetus taking on the 
vicarious function of some absent or diminished ! 

i 

glandular secretion. Just as in myxcedema the 
symptoms of myxoedema tend to disappear during 
pregnancy, owing to the vicarious action of the 
thyroid of the foetus, so in myasthenia some similar 
change may take place. I 

February jth, 1910. 


Dr. W. Langdon Brown’s book entitled * Physio¬ 
logical Principles in Treatment,’ published by 
Baillifcre, Tindall, and Cox, is a most valuable 
work and should be widely read. Though the 
days are past when the student entering the wards 
often received the superfluous advice to “forget 
his physiology,” the physiologist is still regarded a 
little suspiciously at the bedside. Perhaps he is in 
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part himself to blame for that, for he is sometimes 
inclined to forget that observations made in the 
laboratory are not infallible, and are not necessarily 
more correct than clinical evidence. The following 
extract from this excellent volume illustrates the 
practical character of the author’s teaching : 

Certain physiological principles will help to a 
comprehension both of the occurrence and of the 
failure of cardiac compensation. If the cardiac 
muscle be exposed to an increase of its load, such 
as occurs when there is a greater resistance to the 
outflow of blood, it responds by increased energy 
of contraction. With each addition to its load 
there is additional shortening of the fibres. Of 
course there is a limit to this, and if the load be 
increased too much the muscle may fail to respond 
at all. It has been said that the heart’s motto is 
“all or nothing”; the tendency of the cardiac 
muscle is to rise to an emergency and do all that is 
required of it, but if it be unable to meet the 
demands in full, to. do nothing at all. In this we 
see the explanation both of compensation and of 
syncope; the muscle goes on responding until the 
proverbial last straw proves too much for it. How 
great is this reserve force of the heart is seen by the 
experiment in which a ligature is placed round the 
pulmonary artery and slowly tightened. The lumen 
of the artery may be reduced to one third of its 
normal size without perceptibly diminishing the 
output of blood, though the intra-cardiac pressure 
will have to rise three- or four-fold. The same 
thing is observed it the work of the heart be aug¬ 
mented by increasing the diastolic inflow, either by 
pressure on the veins of the abdomen or by injec¬ 
tion of large quantities of fluid into the circulation 
or by damaging the aortic valves. Within very 
wide limits the output of the heart is independent 
of the resistance. Complete failure of the whole 
heart to respond is exceptional; more usually the 
failure involves individual fibres. If the peripheral 
resistance be increased too much the volume out¬ 
put of the ventricle will diminish, an increasing 
quantity of blood remaining in the ventricle after 
each systole. In this way dilatation will result. 
For continued additional work to be performed 
hypertrophy of the cardiac muscle must occur. Its 
causation is obscure, but one result of the activity 
of the muscle must be an additional lymph flow, 
and increased nutrition would lead to increased 
growth of the cells. 
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A CLINICAL LECTURE 

ON 

PUERPERAL ECLAMPSIA. 

Delivered at the Polyclinic. 

By G. E. HERMAN, M.B., F.R.C.P., 
Consulting Obstetric Physician to the London Hospital. 

Ladies and Gentlemen, —The subject of my 
lecture to you to-day has been suggested to me. 
It is one of the darkest subjects in medicine or 
surgery, a condition about which we know almost 
nothing. We speak of the cause of a morbid 
condition. If we know its cause, can the disease 
be predicted ? Can it be prevented ? Can it be 
cured ? Puerperal eclampsia cannot be predicted. 
It occurs in about 1 in every 500 pregnancies, and 
no human being has yet shown how you are to 
tell whether a particular pregnant woman will get 
eclampsia or not. Until we can do that it cannot 
be said that we know the cause of eclampsia. Nor 
can it be prevented, except in a very limited class 
of case. As to whether it can be cured, that I will 
speak of when dealing with the treatment of the 
condition. 

It is terrifying to the patient’s relatives. A 
young woman appears to be healthy, has gone 
through her pregnancy without any sign of illness, 
and her friends are alarmed by her suddenly having 
a fit, which is followed by coma. Everybody 
connected with the patient is upset, as indeed they 
may well be. The first impulse of the friends, 
equally naturally, is to demand that something 
should be done, the first impulse of the doctor 
also is to 14 do something.” Whether what is done 
is beneficial or not is another question. We do 
not know the cause of eclampsia with such certainty 
that we can predict its onset, or prevent its occur¬ 
rence. It is certain that it depends upon preg¬ 
nancy, because it is never seen apart from pregnancy. 
A very eminent physician, speaking of pressure as 
a cause of eclampsia, says: 41 This is not yet finally 
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settled.” I think it is settled, because eclampsia is 
never seen apart from pregnancy. Before anti¬ 
septic surgery was carried to its present develop¬ 
ment, when large tumours were common and the 
removal of them was dangerous, it was not infre¬ 
quent to find patients with ovarian and fibroid 
tumours much larger than a pregnant uterus, and 
yet in association with such tumours eclampsia 
was never seen. No such disease as eclampsia 
occurs in men. So it is certain it depends upon 
pregnancy. It is, moveover, more common in 
first pregnancies than in women who have had 
one or more children previously. It is, in pro¬ 
portion, commoner in association with twin preg¬ 
nancies than with normal pregnancies. Those 
are conditions which seem to favour the view that it 
is due to a poison produced in the placenta. Some 
observers have cultivated a substance from the 
placenta which, when injected into an animal, does 
it harm. But we know not what that poison is, nor 
how it is produced. And we know not why only 
one placenta in 500 should manufacture that 
poison. It has been said that the condition is 
really one of the Bright’s disease which is also seen 
apart from pregnancy, a chronic nephritis occurring 
in pregnancy. I think that it is not ordinary 
nephritis, such as is seen apart from pregnancy. 
There are two kinds of renal disease which occur 
during pregnancy—a chronic form, and a more 
acute form. I think them different, because 
they occur apart and run different courses. The 
chronic form of renal disease in pregnancy is 
attended with diminution in the amount of urine, 
lowering of its specific gravity, much albumen 
in the urine and few symptoms. The special 
point of it is that as soon as the patient has been 
delivered she gets well within a week. There is 
no other kind of kidney disease that I have heard 
of in which you can predict that after something 
has happened the patient will be well in a week. 
But you can do that in the chronic renal disease of 
pregnancy. The acute disease of pregnancy, that 
which accompanies eclampsia, is sometimes super- 
added to the chronic disease, and may therefore 
be an aggravation by further development of this 
chronic disease. But it is not always so, because 
it is certain that eclampsia sometimes occurs in 
patients who during the pregnancy had no albumen 
in their urine. That is important, because when a 
patient is taken ill with eclampsia and especially 


if the patient dies, some friends are sure to ask 
whether, if an examination of the urine had been 
made at an earlier period, the patient could not 
have been saved. I am sorry to say that sometimes 
a medical man will be found to hint that if this 
had been done the result might have been different. 
For that reason I emphasise the fact that there 
are cases in which the urine has been examined 
throughout the pregnancy, not only tested for 
albumen but methodically examined by a clinical 
pathologist, and has been found healthy every time 
it was examined, and yet towards the end of the 
pregnancy eclampsia suddenly developed. There 
is one case which was under the care of Dr. 
Handfield Jones, in which he examined the patient’s 
urine three hours before a fit and found it free 
from albumen. So eclampsia cannot be predicted 
or prevented by examination of the urine. It is 
an unjust and unfair thing to say that the disease 
was due to failure to examine the urine during 
pregnancy, because if the urine had been examined 
in any given case it is probable that nothing 
abnormal would have been found about it. But 
as there is in the chronic renal disease of pregnancy 
commonly albumen in the urine, and the urine is 
a little diminished in quantity, one would think 
the condition must be closely allied to that which 
causes fits. Tarnier, of Paris, who introduced 
the treatment of chronic renal disease by milk, 
stated that in his experience the patient with 
chronic renal disease of pregnancy who was treated 
by means of milk never developed eclampsia. If 
that is true (my own experience is not enough to 
justify me in asserting anything as strong as that), 
then we can in some cases prevent the occurrence 
of eclampsia. But there remain cases which occur 
in women apparently in perfect health with nothing 
the matter with them or with the urine, and in 
them we cannot prevent eclampsia. I have given 
my reasons for thinking that this disease which 
occurs in pregnancy is not the same thing as the 
nephritis which occurs outside pregnancy. But if 
that point is waived and we admit it is the same 
thing, it does not carry us much further, because 
physicians know little- about the causation of acute 
Bright’s disease. They say it is due to cold and 
wet combined with a drinking bout But how 
many pregnant women get exposed ^o cold and 
wet during a drinking bout? It has also been 
said to be due to scarlet fever, and to diphtheria, 
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less often associated with typhoid fever, measles, 
diphtheria, smallpox and cholera. It is said to be 
an essential part of yellow fever, after measles it is 
said to be less rare than stated, and that in chicken- 
pox it may occur; in smallpox it is rare. Well, I 
have watched the course of hundreds of cases of 
smallpox, and I have never seen nephritis follow 
it. But can anyone say in a particular case of 
measles, for example, that it will be followed by 
nephritis ? 

The treatment of this chronic disease of preg¬ 
nancy is to keep the patient warm in bed, and 
fed upon milk and nothing but milk. Fifty 
years ago diuretics were thought important in the 
treatment of Bright’s disease. Professor Osier 
tell us that the question of diuretics is not yet 
settled. For the albuminuria Osier says no remedy 
is of the slightest value. He says that for the 
restlessness and delirium morphia is indispensable. 
I shall return to that. And one can accept Pro¬ 
fessor Tarnieris dictum to this extent, that although 
the patient may get eclampsia under these circum¬ 
stances it is. not likely that she will. That is the 
only way in which eclampsia can be prevented. 

There have been several papers published 
recently on this disease. One is published in the 
1 British Journal of Gynaecology and Obstetrics,’ 
by Dr. Little, of Montreal, and he says this: 
“Few now hold to the renal origin of true 
eclampsia, and to differentiate uraemic convulsions 
and the convulsions due to necrosis in the liver 
with superadded renal symptoms is impossible.” 

In eclampsia there are changes in the liver as 
well as in the kidneys. I know no reason for 
blaming the liver more than the kidneys in the pro¬ 
duction of symptoms. Many years ago it was 
supposed unanimously that the disease did depend 
upon the kidneys, but now opinion seems to have 
changed, and it seems fashionable to say it depends 
upon some change in the liver. But as we cannot 
tell what causes the disease, it matters little whether 
we put it down to the liver or the kidney. And 
Dr. Little says these convulsions may occur during 
pregnancy as the result of old unsuspected nephritis. 
But how do they find out about the old nephritis 
if it was unsuspected? It is a feat of imagi¬ 
nation. He says cases of marked nephritis may 
go to term without convulsions. There is no doubt 
that well-marked chronic nephritis may go on to 
full term, the patient be delivered without convul¬ 


sions, and her condition remain much the same 
after delivery as before. I have watched one 
patient through two pregnancies and labours; 
albumen has persisted in the urine between and 
throughout the pregnancies, and there were no 
convulsions. But the condition of the urine in 
such a case is different from that in a case of 
eclampsia, as I shall tell you presently. 

There are some things to which attention has 
recently been directed. It is said that eclampsia 
is preceded by elevation of blood-pressure, that 
the sphygmomanometer shows that the pressure is 
higher than that of a healthy person, and that the 
blood-pressure goes down after delivery. It is said 
by one writer that if you find that in a pregnant 
woman the blood-pressure is very high, eclampsia 
may be predicted. But the cases are not numerous 
in which this high blood-pressure has been 
observed. One eminent man some years ago took 
trouble to find out the relationship of blood-pres¬ 
sure to eclampsia, and found that the readings 
varied so much that he gave up the task as a hope¬ 
less one. Not commonly, but sometimes, eclamp¬ 
sia does not begin until after delivery, that is, 
when the pressure is low. So I think it has not 
yet been established that blood-pressure is of 
such value in the treatment and prognosis of 
eclampsia as it has been asserted to be. Another 
clinical feature in eclampsia is said to be impor¬ 
tant—that the blood coagulates more quickly, the 
coagulation time index is shorter. 

In the chronic renal disease of pregnancy there 
are often infarcts in the placenta, places where the 
blood has clotted. Dr. Eden has shown that 
these so-called infarcts are not the result of emboli, 
but represent old age in the placenta. The pla¬ 
centa lives its life, reaches maturity and old 
age, and then perishes. One of the features of 
old age is this more ready coagulation of the blood. 
In ectopic pregnancy, if the case is left uninterfered 
with spurious labour comes on, the child dies, and 
then at a variable date after the birth of the child 
the whole placenta becomes thrombosed. That is 
the physiological death of the placenta. And 
partial thromboses are met with in cases of albu¬ 
minuria in pregnancy more commonly than in 
healthy pregnancies. They represent spots in the 
placenta in which it has become prematurely old, 
and they are associated with intra-uterine death of 
the fcetus. Increase in the coagulation index of 
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the blood has not yet been shown to be so constant 
as to have much weight in the treatment. In the 
future we may get some valuable indications from 
these physical signs. 

The most common time for puerperal eclampsia 
to attack the patient is during the first stage of 
labour. It sometimes occurs in pregnancy before 
labour has begun, and it sometimes occurs after 
delivery has been completed. The cases in which 
eclamptic fits begin during labour are about as 
frequent as those which begin before labour and 
those which begin after delivery taken together. 
It makes little difference whether the fits begin in 
pregnancy, during labour, or after delivery. If 
they begin during pregnancy before labour has 
begun, the fits and the coma may cease without 
the patient being delivered. That is important, 
as you will see soon. And if a patient is suffering 
from eclampsia it makes no difference as to treat¬ 
ment whether the fits began with the labour pains, 
or not until afterwards. 

In a paper on eclampsia I find this statement: 
That the patient was injured by poultices which 
would have had no injurious effect upon the skin 
of a healthy woman, but which are dangerous in 
the condition of lowered sensibility and vitality, a 
condition peculiar to the eclamptic. That is a 
statement for which I know of no foundation. 
Too hot poultices are likely to injure a comatose 
patient because, being comatose, she cannot feel 
them, and therefore cannot tell that the doctor is 
applying them too hot. But there is no condition 
of the tissues peculiar to the eclamptic person. 
The same writer says : “ Constipation is a frequent 
precursor of eclampsia.” No doubt, because con¬ 
stipation is frequent in women. Dr. La Harpe, of 
the Rotunda Hospital in Dublin, who has written 
a paper on eclampsia based on his experience at 
the Rotunda Hospital, says: “Our knowledge of its 
pathology is as obscure as its symptoms are well 
known.” Perfectly true. He says, further, that 
the only intervention permissible locally, and that 
only in exceptional cases, is the application of for¬ 
ceps, the head being on the vulva. I refer to that 
parenthetically to say that that is precisely when 
the forceps should not be applied. When the head 
is on the vulva, the forceps should be taken off and 
the uterus allowed to expel the child. It will then 
be expelled slowly, the perinaeum is not likely to 
be torn, and post-partum haemorrhage will not 


be excessive. Another phrase in Dr. La Harpes* 
paper is—“the eJimination of septic toxins.” In 
eclampsia there is no reason to suppose there is 
any septic toxin present. Often the temperature is 
not raised. The only increased risk of septic 
poisoning results from the movements of the 
patient, which make it a little more difficult for a 
doctor who is not effectively helped by the nurses 
and friends to maintain strict asepsis. But 
eclampsia does not depend upon septic poison¬ 
ing. Dr. La Harpe says the condition of the heart, 
lungs and kidney makes it desirable to stimulate 
these organs where necessary. It would be a very 
desirable thing to know how to stimulate the liver 
and kidneys. I know nothing which will in the 
least stimulate the kidney, except in so far as send¬ 
ing more water through it. I know of nothing 
by which we can affect the activity of the liver. 

In eclampsia the disease consists especially of 
two symptoms : epileptiform convulsions, and coma 
between the convulsions. Certain symptoms some¬ 
times precede the fits—severe headache; certain 
ocular symptoms, dimness of sight or even blind¬ 
ness, also sensations of light; severe epigastric 
pain. The urine is greatly diminished in quantity, 
almost suppressed. It is very dark in colour, 
almost black, and it is at some time or another solid 
with albumen when boiled. The symptoms which 
precede the fits are not of great importance. It is 
seldom their occurrence precedes the fits long 
enough to warn the medical man that they are 
coming and enable him to do something to prevent 
their occurrence. In many cases these preceding 
symptoms are not present. As a rule the first 
announcement of the disease is a fit. It is like 
an epileptic fit but it is followed by coma. When 
you are called to such a patient you examine 
the urine, and you find the changes in it which I 
have mentioned. But you cannot predict whether 
a patient is going to recover or going to die, you 
cannot predict the effect of the treatment, and if 
the patient recovers you cannot tell whether she 
has got well in consequence of the treatment or in 
spite of the treatment. One writer on obstetrics 
says that “expectant or palliative treatment”— 
that is, doing nothing—“ will almost surely be 
followed by the death of the child, and about one 
third of the mothers succumb, but if the uterus is 
promptly evacuated by suitable surgical means, 
the child’s life is preserved and the mother is prac- 
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tically subject to no danger.” This is a freak of 
American imagination. Another recent writer, 
Dr. Jardine, says: “ The newer methods of treat¬ 
ment enable us to deal much more satisfactorily 
with cases than our predecessors could do.” Is 
that so? I think not. In a paper which was 
published in the ‘Transactions of the Medical 
Society of London’ in 1902, and in the ‘ Lancet,' 
1902, vol. ii, I analysed over 2000 cases of eclamp¬ 
sia. I compared cases in which the uterus had 
been hastily and quickly emptied with cases in 
which labour was let alone. And I showed that if 
you empty the uterus the fits do not cease, but 
continue after delivery in exactly the same pro¬ 
portion of cases as in those patients who have 
been delivered naturally. And forcible delivery 
does not give appreciably better results so far 
as recovery of the mother is concerned. If it were 
the fact that the great thing is to get the uterus 
emptied as quickly as possible, then Caesarean 
section should be done, because there is no other 
method of emptying the uterus which is anything 
like as quick. Caesarean section has been em¬ 
ployed many times in cases of eclampsia, but the 
results are that the fits do not cease in any greater 
proportion of cases than after natural delivery. 
And there is a larger proportion of deaths in such 
cases of Caesarean section than when the labour 
has been allowed to end naturally. Therefore I 
hold it is not the best treatment to be in a hurry 
to empty the uterus. 

There are certain other methods of treatment. 
There is a drug, veratrum viride. Collections 
of cases have been published in which this 
drug has been used, and there seems to have 
been a large percentage of recoveries. But re¬ 
member that successful cases have a knack of 
finding their way into print, whereas the unsuc¬ 
cessful ones are easily forgotten. I know of no 
one who has published a long series of cases 
without selection treated with this drug and in no 
other way. This is the only method which can 
make any figures on the matter of any value. 
Pilocarpine has been used in eclampsia. There 
are three ways in which death takes place in 
puerperal eclampsia. (There are unusual cases 
due to exceptional causes.) Some of the patients 
die in the condition of coma from gradual failure 
of the heart. Some of them die with a steadily 
rising temperature: the temperature mounts up 


and up until it reaches 106 0 , 107°, or even 
108 0 F., and the patient dies. In some the 
patient recovers from the fits and the comatose 
condition, but dies three or four days or a week 
later from broncho-pneumonia. That is because 
the secretions from the mouth get into the bronchial 
tubes and set up bronchitis, which spreads to the 
smaller air-passages. Pilocarpine is a drug which 
provokes perspiration, and as the late Sir Andrew 
Clark used to put it, it makes the bronchial tubes 
sweat and fills them with secretion, and thus there 
is produced increased danger of death from pneu¬ 
monia afterwards. Dr. Little, of Montreal, discuss¬ 
ing the question of Caesarean section, says there is 
no certainty that the convulsions will cease, and 
that the tissue repair is slow and uncertain. I 
know of no evidence of the latter statement; as 
far as I know, in patients with eclampsia tissue 
repair goes on the same as in other people. But 
the possibility of any infection is greater because 
everything has to be done in a hurry, and details 
which make for absolute cleanliness are for that 
reason apt to be overlooked. Dr. Jardine says 
the newer methods (italics mine) enable us to deal 
much more satisfactorily with the cases than our 
predecessors could do. You might think from 
that and the other opinions I have quoted that 
forcible delivery is something new in these cases. 
But it is not. It has been recommended and it 
has been done for three-quarters of a century, and 
the results have been such that the procedure has 
never commanded entire confidence; there have 
always been those who saw that the prospects of 
the patient were not improved by forcible delivery, 
and therefore did not practise it. 

What treatment will do good in this condition ? 
There are two methods of treatment that I think 
there is some reason for thinking are useful or 
may be. It is believed that eclampsia is due to a 
poison. Nobody knows what the poison is, or 
why or how it is formed, but it is believed to be 
some poison in the blood which causes the disease. 
The treatment in that case would be obviously to 
get the poison out of the body. And our forefathers 
used to treat eclampsia by bleeding; they bled 
these patients liberally, and the effect of that 
bleeding, almost always, was to produce for a time 
cessation of the fits, and therefore they appeared to 
have done the patient good. But the method did 
not improve the ultimate results; the same number 
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of patients died as do now, and some may have 
died because they were weakened by the Iqss of so 
much blood. The value of the blood in the veins, 
so far as the circulation goes, depends on the 
volume of the fluid, and if a quantity of blood is 
abstracted from the veins the circulation goes on 
if some of it can be replaced by fluid of a different 
kind. And so it is proposed to bleed the patient, 
and at the same time inject saline fluid into the 
cellular tissue so that it can be absorbed and so 
replace the blood which is taken away. Possibly 
it may dilute the blood and so lead to elimination 
of the toxins by the bowel or skin, or perhaps by 
the kidneys. One writer who describes this method 
tells us that you can inject about a pint in five 
minutes, and that this will be gradually absorbed 
in about an hour. The disadvantage of injecting 
into the neighbourhood of the axilla with such 
speed is that it causes a painful swelling, and the 
advocate of it admits that it may cause also pain 
along the nerves of the brachial plexus. If you 
inject saline fluid you should not inject it with 
such haste as to cause a painful swelling which is 
absorbed in about an hour. The best way is that 
described by my late lamented colleague, Mr. 
Barnard, who injected saline fluid in cases of 
peritonitis. He advised putting the reservoir from 
which the fluid comes about twelve inches above 
the level of the patient's body, and when it was so 
placed, allowing the fluid to run by its own weight 
into the cellular tissue. Mr. Barnard found in 
about one hour a pint ran in without causing any 
suffering to the patient.* That is the way in 
which the fluid, if infused at all, should be put 
into the cellular tissue. Dr. Little also recom¬ 
mends saline fluid. He advises a feeder full, 
which is about seven ounces, about every twenty 
minutes by the stomach, the nasal tube, or by the 
rectum. You may find it difficult to get a patient 
to swallow seven ounces every twenty minutes, and 
it may be difficult also to get that amount of fluid 
retained by the rectum. If fluid injected is to be 
beneficial I think Barnard's method is the best. 

At present in cases of eclampsia, seen early, my 
opinion is that no better results have been obtained 
than those by giving morphia. I agree with 
Professor Osier’s opinion that for restlessness and 
delirium morphia is indispensable. When you 
have a patient with eclampsia who between the fits is 
* Clinical Journal, 1903. 


restless and excitable, morphia is the best treatment. 
The morphia should be used liberally, half a grain 
to begin with ; if the patient is not quiet within 
half an hour give another half grain. The person 
who mainly commended this treatment and whose 
results were so good as to lead others to use it 
was Professor Veit, of Bonn. He had a series of 
sixty patients with only two deaths, which is the 
best result I know of. The objection to accepting 
that as final is this: that in cases which could not 
be roused most people would think it useless to 
give any kind of narcotic. Veit says that in the 
few cases in which the results have not been satis¬ 
factory it is because the doctor has not given 
enough. You need to give the morphia in large 
doses, from half a grain up to two grains, or even 
more—enough to keep the patient quiet. Dr. La 
Harpe has recorded the results of that practice in 
the Rotunda Hospital, Dublin. From 1889 to 
1892, when the patients were not treated by morphia, 
the mortality was 35*3 per cent. From 1892 to 
1905 they were treated by morphia. Seventy-one 
cases occurred during those years and the death- 
rate was 16*9 per cent.—less than half what it was 
before the treatment by morphia was introduced. 
The treatment by morphia is less troublesome than 
treatment by bleeding or by saline infusion. The 
methods which I think are likely to give the best 
results are morphia with infusion of saline fluid. 
Bleeding should only be done if the tension of the 
pulse is high ; then it is good practice to relieve 
that tension by bleeding. Not every case of 
eclampsia has a high blood-tension ; some patients 
have a small pulse. If saline infusion is done, it 
should be by the method of Barnard, the fluid 
being allowed to run slowly into the cellular tissue 
and not quickly enough to form a painful swell¬ 
ing. I do not think any harm results if done with 
a sterile apparatus. I know of no results on a 
large scale to show whether it is beneficial or not. 
In the ordinary run of cases, excluding those in 
which there is deep coma, and which may be 
regarded as moribund, treatment by morphia has 
given better results than any other that I know of. 
Chloroform has been used and recommended, but 
chloroform has greater limitations than morphia. 
If the patient is to be kept under chloroform the 
medical man must be constantly by the bed-side. 
That is all very well in a certain kind of practice, 
but in general practice in the country you cannot 
keep the medical man sitting by one patient's bed- 
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side. It is sometimes said you must give a patient 
ohloroform when the fit is coming on. But you 
cannot tell when a fit is coming on. The 
phenomena preceding the fit and the fit itself are 
developed long before the patient can be got under 
the influence of chloroform. So while I do not 
say that chloroform is a bad treatment still, in the 
circumstances of the majority of practitioners, it is 
impracticable. Morphia does not need the con¬ 
stant presence of the medical man : when the 
patient is asleep he can leave her. Morphia should 
be combined with atropin, because morphia alone 
has a depressing effect on respiration, and that effect 
is counteracted by atropin. Dr. Little says that 
convulsions after delivery indicate that the toxins 
in the blood are being augmented. I think that is 
open to doubt. The mortality of eclampsia begin¬ 
ning after delivery is less than that of the cases 
which begin during labour, and the coma between 
these fits is generally less. I saw one case in which 
the patient had eclampsia which came on before 
delivery. Between the fits there was deep coma, 
then the fits ceased, the patient came out of the 
coma, and thirty-six hours afterwards a fresh set of 
fits began. But the coma between these second 
fits was not as deep as between the others. This 
is interesting as showing that coma is an essential 
part of the disease. 

There are two other methods of treatment of 
which I have had no experience whatever, and I 
hope somebody else may try them. One is 
Edebohrs operation, which consists of stripping off 
the capsule of the kidney. I think it will be a 
long time before that is generally done. Another 
method is trephining. My colleague, Mr. Jonathan 
Hutchinson, has found that in many cerebral con¬ 
ditions relief of pressure on the brain by trephining 
gave great relief to the symptoms. I had made up 
my mind that if I had a case in the London 
Hospital and Mr. Hutchinson was available I 
would ask him to trephine. But that is a method 
of treatment which is not likely to be adopted in 
private practice for a long time. 

We cannot predict the course of a case of 
eclampsia when it is seen in the beginning; we 
cannot tell whether a case is going to get well or 
end in death, nor can we tell whether recovery is 
due to the treatment employed or not, whether the 
treatment employed has been injurious or beneficial. 
But we feel that we must do something, and the 
method of treatment which I think has given the 
best results is treatment by morphia, given in large 
doses. Possibly saline solution carefully injected 
may give as good or even better results, but I do 
not think that has yet been tried on a sufficiently 
extensive scale to enable anybody to be positive on 
the matter. I should be disposed to try it in a 
patient so deeply comatose that morphia was un¬ 
suitable. 

February 14/A, 1910. 


THE ETIOLOGY AND GENERAL 
PATHOLOGY OF DISEASES OF 
THE NERVOUS SYSTEM.* 

By JUDSON S. BURY, M.D.Lond., F.R.C.P., 
Physician to the Manchester Royal Infirmary. 


In the main the causes of nervous diseases are the 
same as those which produce disease in other parts 
of the body, and similarly may be classified under 
the headings of “ heredity ” and “ environment.” 
For the sake of simplicity we may restrict our 
attention to a single neuron and consider its 
relation to any morbid influences in its neighbour¬ 
hood. This delicate and essential element of 
nervous tissue is bathed in lymph, and is surrounded 
by vessels and a fine network of connective tissue 
called “ neuroglia.” It is also to be noted that its 
branches or dendrites are contiguous to those of 
other neurons. A little consideration of these 
facts makes it obvious that the ways in which 
a neuron may be injuriously affected are numerous. 
Thus its resistance may be lowered by inherited 
feebleness, by poisons in the lymph which surrounds 
it, or by changes in adjacent neurons. Again, 
a neuron may be lacerated or actually destroyed 
by external violence, or its structure seriously 
damaged in consequence of concussion or of 
compression by a tumour. It may be torn or 
compressed by the sudden impact of blood which 
has escaped from a ruptured artery. In such 
a case hereditary tendencies to premature atheroma 
may be traced; this shows that the influence of 
heredity in the production of nervous disease may 
be due to early degeneration of extra-neuronic as 
well as of neuronic tissue itself. Obviously the 
pathological problem in any given case may be 
a difficult one ; we have to consider the influence 
of heredity on many tissues—the influence of 
impressions from other neurons, whether they be 
near the neuron under consideration, or situated 
at some distance from it, and finally the influences 
depending on changes in the surrounding vascular 
tissue and in the blood itself. 

Our knowledge of the aetiology of disease is in 
its infancy; hence it is incumbent on every student 
to record with care every fact that can be obtained 
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from the patient or his friends regarding the 
medical history of himself, his parents, and other 
relations. 

Heredity. 

Referring to the subject a little more in detail, 
it may be pointed out that under the term 
“ heredity ” it is necessary to include all tendencies 
derived from the parents which may affect the 
reproductive cells before conjugation, or the 
organism itself during its intra-uterine develop¬ 
ment or at any period after birth. An inherited 
predisposition is one of the most important factors 
leading to nervous disease, and is no doubt 
frequently active even when its influence cannot 
be directly traced. Thus, in the case of such 
typically hereditary disorders as insanity and 
epilepsy, we sometimes meet with isolated cases 
in families in which no neuropathic tendencies 
can be detected ; yet it is easier to assume that 
f some instability of cortex has been inherited than 
that a normal cortex has become deranged by 
an agent outside it. Such instability of nerve- 
tissue or congenital deficiency in resisting power 
to changes in its environment is seen, not only in 
epilepsy and insanity, but in migraine, hysteria, 
and other neuroses, and is particularly apt to show 
itself in some form or other in the offspring of 
alcoholic or syphilitic parents. Sometimes the 
vulnerability of the nervous system is shown in 
families by the appearance of different neuroses 
in different members ; thus one member may 
suffer from neuralgia, another from hysteria, 
epilepsy, or insanity, whilst a third may manifest 
a tendency to uncontrollable alcoholic excesses. 

In other cases heredity is shown by the trans¬ 
mission of defective vitality in certain groups of 
neurons, or in muscular tissue, leading to early 
degeneration of the particular tissue involved. A 
good example of the former is Friedreich’s disease, 
of the latter idiopathic muscular atrophy. These 
.are family diseases, and may manifest themselves 
in several generations, and at about the same age 
in each case. 

But the influence of heredity in the production 
of nervous disease may be due to its effects on 
extra-neuronic tissues, namely the neuroglia and 
the vessels. This is especially noticeable as regards 
a tendency in certain families to early vascular 
degeneration leading to apoplexy; it is also pro¬ 


bably a factor in the development of new growths. 
Another example of indirect inheritance is tuber¬ 
culous meningitis, as when several children in one 
family die in succession from convulsions and 
coma, not so much from inherent weakness of the 
nervous system as from a strong tendency to tuber¬ 
culous disease. 

Environment. 

This term includes all the external influences 
that may be brought to bear on nervous tissue 
during any period of its development, growth, or 
subsequent life. Such agencies may be considered 
under the headings of injury or trauma, abnormal 
conditions of the blood supply and abnormal 
stimulation. 

Injury .—Traumatism is an important factor in 
the production of nervous disease, quite apart 
from the results of fracture or disease of the skull 
or vertebral column or of laceration of the peri¬ 
pheral nerves. A violent shaking or concussion 
of the intra-cranial contents may lead to meningeal 
haemorrhage and even to rupture of a cerebral 
vessel; in the latter case there has usually been 
pre-existing disease of the vessel-wall, but occa¬ 
sionally apoplexy occurring some weeks after a 
blow on the head appears to be due to changes 
started in the artery at the time of the injury. 

Neurasthenia often owes its origin to cerebral 
concussion, and may depend on molecular changes 
in the cells of the cortex associated with over¬ 
growth of neuroglial tissue or on more obvious 
lesions, as minute lacerations, punctiform haemor¬ 
rhages, and other changes which collectively con¬ 
stitute a contused or bruised brain. The prolonged 
depression and irritability so often associated with 
the latter condition may even lead to insanity. 
There is evidence, too, that a tumour may owe its 
development to the nutritive changes produced by 
concussion. 

Similarly in the case of the spinal cord molecular 
changes have been started by a simple concussion 
of the body, and have ultimately led to manifesta¬ 
tions of cord disease; indeed, there is reason to 
believe that occasionally the degenerative changes 
which underlie the symptoms of tabes or of dis¬ 
seminated sclerosis were started by severe concus¬ 
sion, although no doubt in most cases the injury 
simply served to light up disease which was pre¬ 
existent or for which the ground was duly prepared. 
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Abnormal conditions of the blood supply .—It is 
stated that the total quantity of blood within the 
brain undergoes few if any variations, and that 
owing to the absence of vaso-motor nerves the 
size of the arteries does not vary. According to 
this view changes in the cerebral circulation will 
depend on changes in the general arterial and 
venous pressure; and hence it is incorrect to invoke 
spasm of a cerebral artery as an explanation of 
transient symptoms such as a hemiplegia lasting a 
few days or of more prolonged symptoms as in the 
case of many hysterical anaesthesias. On these 
points it is impossible to speak positively, and our 
knowledge is limited mainly to local alterations in 
the quantity of blood, of which a marked instance 
is the anaemia produced by the narrowing of an 
artery by disease in its walls or its blocking by a 
thrombus or embolism. 

A more striking cause of nervous disease is an 
alteration in the quality of the blood. This may 
depend on: (1) A diminution or an excess of a 
normal constituent of the blood. The most note¬ 
worthy example of diminution or absence of a 
normal constituent of the blood giving rise to 
impaired brain functions is afforded by myxcedema 
and cretinism, the symptoms of which depend 
on absence of the thyroid secretion. Then the 
nervous phenomena of Graves* disease are as¬ 
cribed either to an excess of thyroid secretion 
entering the blood or to an insufficient quantity 
of the secretion of the parathyroid gland. Here, 
too, may be mentioned the lassitude and mental 
fatigue which result either from an insufficiency of 
oxygen or from an excess of carbonic acid and 
nitrogenous waste products, as well as the stupor, 
delirium and psychical symptoms which occur in 
cases of heart failure owing to engorgement of the 
brain with venous blood. 

(2) The presence of abnormal constituents in the 
blood . Under this heading are poisons which are 
introduced into the body, as alcohol, lead and 
arsenic, and poisons which are produced within the 
body, as the toxins of syphilis, tubercle and the 
specific infectious diseases. These toxins to which 
the nervous phenomena may be ascribed are the 
products of micro-organisms, many of which have 
been distinguished and are well recognised. In 
the case of chronic degenerative diseases, as 
disseminated sclerosis and amyotrophic lateral 
sclerosis, and also of some acute nervous affec- j 


tions as acute anterior polio-myelitis and Landry’s 
disease, it is assumed that they also are set up by 
poisons, some of which may be the products of 
bacteria, whilst others are derived from the pro¬ 
ducts of over-fatigue or of abnormal digestion in 
the alimentary canal or from the perverted function 
of some other organ or tissue. 

The selective action of some poisons is very 
striking. Thus lead selects the nerves which supply 
the extensor muscles of the wrists and fingers, 
whilst alcohol picks out the higher centres of 
the brain as well as the peripheral nerves, espe¬ 
cially those of the lower limbs. The poison of 
syphilis shows a preference for the vascular struc¬ 
tures at the base of the brain, for branches of 
the cerebral and spinal vessels, for the afferent 
conducting paths of the spinal cord, and for the 
cortical cells in the anterior part of the brain. The 
early symptoms of diphtheritic paralysis, namely, 
paralysis of the soft palate and the ciliary muscles, 
indicate that the neurotoxin of this disease picks 
out special parts of the nervous system. Again, in 
rabies the medulla oblongata is chiefly affected, 
whilst in tetanus the virulent poison elaborated by 
the bacilli first affects the motor nucleus of the 
fifth nerve. Of the curious ways in which poisons 
locate themselves there appears to be no end, and, 
indeed, it seems as if any variety of cell or fibre 
may be selected by a poison as its seat of attack. 
It is still uncertain whether toxic matter first 
attacks the neuron or the endothelial cells lining 
the vessel which supplies it. Possibly some toxins 
have their action limited to the nerve-cells, but the 
histological evidence in many cases is strongly in 
favour of a previous, or at any rate, of an asso¬ 
ciated vascular lesion. Certainly the prevalence of 
vascular lesions is a striking thing in the morbid 
anatomy of cord and brain diseases ; in myelitis, in 
disseminated sclerosis, and in polio-myelitis the 
spots of disease are closely related to the distribu¬ 
tion of blood-vessels, which may contain thrombi, 
have their coats thickened, and their peri-vascular 
lymph-sheaths crowded with round cells. Such 
changes strongly suggest the action of some irritant 
on the endothelial lining of the vessel, which leads 
to an increased flow of lymph and leucocytes into 
the peri-vascular tissues and thus initiates the 
earliest nerve lesions. 

Abnormal stimulation .—The effects of deficient 
or of excessive stimulation of neurons sometimes 
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appear to be limited to the particular neurons 
which are subjected to the stimulation; at other 
times they are expressed by disturbance of the 
functions of neurons at a distance from those 
stimulated. 

This statement is best explained by a series of 
examples. Prolonged mental worry or anxiety may, 
in those predisposed to neuroses, lead to an out¬ 
break of hysteria or to melancholia or other forms 
of insanity. In these cases the higher cortical 
centres which have undergone the strain are those 
which break down, although it cannot be denied 
that other neuronic systems may be secondarily 
affected. In writer’s cramp and in similar motor 
derangements associated with the excessive use of 
a particular group of muscles, the effects of over- 
stimulation appear to be limited to the lower 
neurons, although it is possible that irritation of 
sensory nerve-fibres had its first effect on cortical 
motor cells. 

Arthritic muscular atrophy is a more obvious 
example of the spread of over-stimulation from 
sensory to motor neurons—for the muscular 
atrophy of the affected limb appears to depend on 
damaged nutrition of the motor cells of the cord 
as a result of morbid impulses from the irritated 
nerves of the affected joint. Indeed, experi¬ 
ments have shown that lesions of the posterior 
roots produce visible changes in the spinal motor 
cells. Undoubtedly healthy sensory impulses are 
essential for the proper nutrition of motor neurons, 
whilst morbid sensory impulses will lead to detect¬ 
able disease. A still wider diffusion of irritation 
occurs when convulsions are excited by over- 
stimulation of a child’s intestine by the presence 
of a worm, or a mass of hard curd, although no 
doubt there is usually pre-existent irritability of 
cortex owing to the malnutrition associated with 
rickets. In some cases the transference of stimu¬ 
lation is from the sympathetic to the cerebro-spinal 
system ; thus, in angina pectoris the pain radiates 
along the cardiac branches of the sympathetic to 
the spinal cord, and thence is referred to the 
sensory nerves supplying the inner side of the left 
arm. Similar referred pains occur in many 
visceral diseases. On the other hand defective 
stimulation will also lead to disease; a familiar 
example is the atrophy of both grey and white 
matter in the spinal cord, which gradually comes 
on after amputation of a limb. The nervous 


structures which thus suffer are those which have 
ceased to be used. 

This principle of loss of function leading to 
permanent defect is also illustrated by many 
neuroses and psychoses; thus the impaired func¬ 
tion of cortical cells associated with prolonged 
mental depression is apt to lead to actual 
melancholia, in which condition the functions of 
certain cells may be presumed to be lost. 

In many cases there is a co-operation of the 
agencies I have mentioned. For example, the 
effects on nerve-tissue during the growth of a 
tumour are the results partly of injury by com¬ 
pression, partly of irritation, and partly of inter¬ 
ference with its blood-supply. 

Symptoms in Relation to Morbid Anatomy. 

It is important for the student to recognise that 
no constant relation exists between the clinical 
phenomena and course of a disease and the 
changes found post-mortem. In many cases, 
indeed, a group of symptoms is the only part of 
the disease known to us. To this we give a name, 
and are said to have made a diagnosis. Thus to 
one group of symptoms we give the name of 
“paralysis agitans,” to another “ hysteria,” to a third 
“ spasmodic torticollis.” The morbid anatomy of 
these conditions is unknown to us; we cannot 
speak with certainty in regard either to the site or 
the nature of the lesion. To such diseases, of 
which there are many, the term functional has 
been applied, whilst the term organic is applied to 
diseases in which morbid changes can be detected 
in the nervous system. But definite changes must 
underlie a so-called functional affection, and no 
doubt, with improved methods of investigating 
nerve-tissue, will ultimately be discovered. In 
the meantime it is necessary to recognise—(1) 
that the term “functional” must be taken to 
imply, not the absence of morbid changes, but only 
the absence of detectable ones; and (2) that 
symptoms run a course of their own, which even in 
the case of organic disease cannot be adequately 
explained by an appeal to morbid anatomy. For 
example, the clinical progress of a brain tumour 
does not necessarily pursue a steady downward 
course. The tumour itself may be slowly and 
steadily enlarging, but the severity of the symptoms 
may vary from day to day, such variations no doubt 
partly depending on changes in the quantity or 
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quality of the blood supplied to more or less 
healthy neurons in the vicinity of the growth. 

Indeed, symptoms almost identical with those 
occurring in organic disease are occasionally pro¬ 
duced by poisons circulating in the system. 
Thus to give only one instance, a boy under my 
care presented typical symptoms of tuberculous 
meningitis which were undoubtedly due to food 
intoxication. 

Morbid anatomy, then, does not always throw 
light on the interpretation of the character and 
intensity of the symptoms observed during life, 
and sometimes the want of correlation between 
the two is striking. 

Hence I would urge you to make a daily study 
of symptoms even in chronic cases of apparently 
hopeless disease, for if you do so you will be 
astonished to find how frequently slight variations 
occur. Such a study may lead you to think that 
the distinction between functional and organic 
disease is an artificial one, and to expect that in 
time some remedy may be discovered which will 
tend to accentuate the improvement that you 
observe from time to time in your study of the 
natural course of serious organic disease, a remedy 
which possibly may lead to actual recovery. 

February 14 th, 1910. 


Melanoma. —J. A. Fordyce thinks that the 
importance of congenital pigmented moles in the 
origin has been over-estimated. The majority of 
people have these, but only a few of them become 
malignant. They may arise from the unpigmented 
skin. He reports two cases of melanoma of the 
foot, which, with the face, is one of the sites of 
predilection of these tumours, though they may 
occur elsewhere, even on internal organs. The 
rule is for the melanomata to form more meta- 
stases than any other tumours, dissemination 
taking place both by the lymph- and blood-streams, 
and malignancy arising in a naevus may give the 
first indication by a metastasis. Microscopically, 
they show a varying tissue of large or small cells 
in one part, and spindle or branched and stellate 
cells in other parts of the same tumour. The pig¬ 
ment is also a varying factor, being very dense in 
some portions and almost lacking in others.— Med • 
Record , vol. lxxvii, No. 4. 


A POST-GRADUATE LECTURE 

ON 

THE TREATMENT OF DISEASES 
OF THE EYE WITH THYROID 
EXTRACT. 

By PERCY DUNN, P.R.C.S., 

Senior Ophthalmic Surgeon, West London Hospital; 
Lecturer on Ophthalmology, West London Post- 
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Gentlemen, —To many of you it is known that 
for some mQnths past I have been testing the use 
of thyroid extract in the treatment of diseases of 
the eye. In speaking, however, of this treatment 
in the out-patient room, and in respect to the 
patients in the wards, time has only permitted of a 
fragmentary description of the results so far obtained. 
I have, therefore, conceived that a more detailed 
account of the treatment, and references to the 
possible rSle which it plays as a therapeutic agent, 
might with advantage be further brought under 
your notice. Of course, it goes without saying that 
any attempted new treatment of this kind is dread¬ 
fully unorthodox so far as eye diseases are con¬ 
cerned. I have been quite unable to ascertain 
that it was even hinted at by Hippocrates; and 
Hippocrates was so great a physician that he is still 
regarded as a great authority upon diseases of the 
eye. He it was who introduced the term “ ophthal¬ 
mia neonatorum,” because he did not know that 
the disease was a purulent conjunctivitis. The 
term is still, by this generation, tenaciously adhered 
to, despite the fact that it is unscientific, misleading, 
and a vestigial remnant of antiquated ignorance. 

Organo-therapy, or, as I prefer to call it, the 
ferment treatment of disease, has within the past 
ten years made great strides. To a large extent 
we owe to enterprising chemists the facilities which 
exist for practising this treatment. Elegant forms 
of the active principles of organic structures, 
prepared with undeviating and trustworthy exacti¬ 
tude, are presented to us for administration, and 
with the results obtained therefrom, * our know¬ 
ledge of the treatment of disease is advancing in a 
most interesting direction. At the present time a 
large amount of original work is being undertaken 
upon the question of the therapeutic value of 
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animal ferments. To mention only one instance, 
my friend, Dr. J. A. Shaw-Mackenzie, is engaged 
upon an elaborate inquiry into the action and 
interaction of the pancreatic and intestinal ferments 
in relation to malignant disease. This work was 
suggested by the discovery which he made some 
four years ago that certain cases of carcinoma 
improved under the administration of the proteo¬ 
lytic ferment of the pancreas-trypsin. Exceedingly 
complex, however, as the subject is, time, neverthe¬ 
less, may eventually show that, after all, cancer is a 
disease of faulty nutrition, of inadequate meta¬ 
bolism, which will be amenable to ferment treat¬ 
ment. Needless to say, the possibilities which this 
new advance upon the therapeutics of our art 
suggest, are intimately concerned with the work of 
the ophthalmic surgeon. For example, the disease 
known as senile cataract, in respect to which we 
know nothing of the causes underlying its inci¬ 
dence, is a case in point. Presumably no better 
instance could be cited of a disease, the main 
factor in the origin of which was some perversion 
or failure of nutrition. If the suggestive theory of 
'Metchnikoff be correct, that senility results from a 
chronic auto-intestinal intoxication process, then, 
possibly in the future it will be found that cataract 
will be amenable to some ferment treatment. The 
mere suggestion, however, of such a possibility, 
and what its successful fulfilment would mean to 
ophthalmic surgeons, renders the further discussion 
of the matter pre-eminently distasteful. In the 
course of this inquiry the results as they transpired 
have from time to time been brought under your 
notice. These results, so far as they have gone, 
have afforded me so much interest, and have im¬ 
pressed, as I believe, so many of those who have 
witnessed them, that I have thought it worth while, 
even at this early stage, to crystallise them in a 
form, as in this lecture, which will prove that this 
new treatment is worthy of a trial in diseases of 
the eye. 

I will now further preface my remarks by 
narrating the details of a case, the first in which I 
used the thyroid treatment, in which the results 
obtained were most striking, instructive, and con¬ 
vincing. In the early part of the year a little girl, 
at. 9 years, was brought to the hospital with a 
severe, lacerated, penetrating wound of the ciliary 
region of the left eye, caused by a large metal 
meat-skewer. The wound was in the lower and 


inner quadrant, 2 mm. from the corneal margin, 
and 6 mm. in extent; the globe was almost col¬ 
lapsed ; the cornea, iris, and lens, however, were 
intact. I followed my invariable rule in these 
cases of not performing immediate enucleation, 
despite the fact that the nature and extent of the 
injury suggested that course of procedure. With 
the possibility of the recovery of useful vision, 
should the case do well, I always prefer to give the 
patient the benefit of the doubt, and allow time to 
see what Nature will do in the repair of the injury. 
Accordingly, the eye was thoroughly douched with 
a warm solution of 1 :4000 chinosol, eserine drops 
instilled, and a pad and bandage applied, the 
douching to be repeated every two hours. This 
treatment involved one of two contingencies, 
namely, panophthalmitis, arising from direct septic 
infection of the wound caused by the foreign body, 
in the course of forty-eight hours or so, or sub¬ 
sequently infective cyclitis, also arising from some 
septic infection of the wound. Within a period of 
seven days we were able to exclude the former, 
inasmuch as by that time the progress of the eye 
was marked by the restoration of the contour of 
the globe, the absence of any pain, progressive 
healing of the wound, the recovery of some vision, 
and only a moderate degree of injection of the 
ciliary and conjunctival vessels. During the next 
fortnight, in which chinosol fomentations were 
applied four-hourly to the eye, further improve¬ 
ment perceptibly but gradually continued. The 
vision advanced to counting fingers at three feet, 
the injection of the globe was less, and there 
seemed to be a reasonable prospect of recovery 
ensuing. At the end of a month, however, things 
had begun to go backward. The globe became 
more deeply injected, the vision declined, and the 
most significant development in the case became 
manifest, namely, commencing ciliary injection of 
the fellow eye, thus heralding the onset of infective 
cyclitis. Enucleation was accordingly at once per¬ 
formed, and it was noticed that before the child 
was removed from the operating table the ciliary 
injection of the remaining eye had ceased to be 
apparent. This disease, which for some years I 
have described as infective cyclitis, is, of course, 
the sympathetic ophthalmia of the ancient writers, 
a term which, in these days of advanced science, is 
still made use of. But in respect to its use in the 
present day, I need not detain you by propounding 
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the impossible problem of what is the pathology of 
sympathy, or by asking the question how sympathy 
could be the cause of an inflammatory process. It 
scarcely needs insisting upon, that what the ancient 
authorities described as “ sympathy ” is nothing 
more nor less than a toxic process, dependent 
upon some micro-organism. It is, of course, true 
that so far no special organism of this disease has 
been isolated—a fact which probably depends 
upon failure of bacteriological technique, but the 
fact is so, nevertheless, that the disease in question 
manifests in its features those which correspond to 
a disease of infective origin. With tetanus, for 
example, it bears some close resemblance. Like 
tetanus it shows a varying incubation period, 
followed by the development of symptoms far 
removed from the original source of infection. 
Just as the toxin of the tetanus bacillus mainly 
exerts its virulent effects upon the spinal cord as 
the seat of predilection, so the toxin of the micro¬ 
organism of infective cyclitis localises, in the same 
way, its virulent effects upon the uninjured eye. 
Furthermore, iust as the incidence of tetanus has 
been reduced to a minimum in surgical practice 
by the resort to anti-septicism, so also infective 
cyclitis has become a rare disease, for the same 
reason, in ophthalmic surgery. The older writers 
essayed to draw a distinction between what they 
described as “ sympathetic irritation ” and “ sym¬ 
pathetic ophthalmia,” of the first of which possibly 
the case I have just narrated was an instance. 
But the effects upon the infected, or healthy eye, 
must be merely a question of toxic dosage; the 
virulence of the infection may be merely such as 
to cause ciliary injection of the second eye, while, 
on the other hand, it may be great enough to be 
productive of its most destructive effects. 

Continuing after this digression the history of my 
case, the child made an uneventful recovery; she 
was discharged from the hospital ten days after 
the enucleation, with the right eye perfectly sound 
and the vision normal. In the course, however, 
of a week or so later she was brought to me by 
the house-surgeon with signs in the right eye which 
were thought to be those of a recurrence of infec¬ 
tive ciliary inflammation. It was, however, obvious 
that the eye was inflamed as the result of an inter¬ 
stitial keratitis, a diagnosis which was further 
emphasised by the typically congenital syphilitic 
teeth. The child was ordered cod-liver oil, an 


iron mixture, and atropine drops locally. For a 
fortnight the condition of the eye remained 
practically unchanged. Then it was that I read 
in the American review, ‘Ophthalmology/ an 
abstract of a paper in which two cases of inter¬ 
stitial keratitis were described as having been 
rapidly cured by the administration of thyroid 
extract. The case of this child seemed to be a 
suitable one in which to try the treatment. She 
was accordingly given 3 gr. of the extract thrice 
daily. The effect was remarkable. In a few days 
the eye was obviously beginning to improve, and 
on ihe sixteenth day after the commencement of 
the treatment the child was discharged with the 
eye quite well. The history, however, of the case 
does not end here. In about a week's time she 
was brought again to the hospital, owing to a 
recurrence of the ciliary injection. The house- 
surgeon saw her, and again ordered the thyroid 
extract, which had been discontinued after her 
discharge. The improvement again was most 
rapid. A month later I saw her: the eye was 
quite sound and has since remained so; the 
vision was normal, both for distance and reading. 

With the history of this case in mind, it seemed 
that some interesting and instructive facts might 
be forthcoming were an inquiry to be made respect¬ 
ing the use of thyroid extract in ocular disease 
generally. From that time, therefore, I began to 
treat many and various cases, of course empirically, 
with this object in view. 

The next case was one of acute so-called rheu¬ 
matic iritis. This was the third attack from which 
the man had suffered ; each previous one had been 
accompanied by much pain, and on the present 
occasion much complaint of pain was made. Three 
grains of the extract were ordered thrice daily, and 
atropine drops locally. In four days the patient 
returned with the statement that after taking the 
third tabloid the pain had ceased and had not 
recurred. He drew a comparison between the 
rapid relief from the pain which he had experienced 
in this instance and the continuance of the pain, 
which, despite the treatment employed, had charac¬ 
terised the two previous attacks. Thus the result 
in this case seemed to suggest that thyroid extract 
might be of use in chronic rheumatism generally. 
Shortly after this the opportunity presented itself 
of putting to the test, in two cases in private, the 
experience so gained. One was that of a retired 
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Indian civil officer, who came to me from one of 
the south coast resorts, with a subacute attack of 
glaucoma in the left eye, the right eye having been 
lost from the same disease some years previously. 
He stated that he had been frequently treated for 
Biuscular rheumatism, and that he was then suffer¬ 
ing ftonttanbar pain. On admission to the nursing 
home for the iridectomy he was ordered 3 gr. of 
the thyroid extract thrice drily. By this means he 
obtained almost immediate reKef; the eye made a 
rapid recovery, and he was discharged much better 
in his general health ten days later. 

The second case was that of an old lady, aet. 75 
years, for whom I extracted a cataract from the 
right eye. On the third day after the operation 
she stated that she had been kept awake during 
the previous night by “rheumatic pains” in her 
limbs, to which she was subject. The same 
treatment as that mentioned in the previous case 
was ordered, and after a few doses of the extract 
the pains ceased and did not recur. And so it was 
that the results in these cases prompted me to 
believe that this treatment was a discovery, and in 
alluding to it I pointed out that it was probably 
new in relation to rheumatic cases. Subsequent 
inquiry, however, showed that this conjecture was 
incorrect While consulting the literature upon 
the subject of the therapeutic uses of thyroid extract 
I found that some observers had obtained excellent 
results from its administration in chronic rheuma¬ 
tism. My results, therefore, although independently 
arrived at, were merely confirmatory of the general 
fact. 

Passing from the general to the particular, we 
may now consider the administration of the thyroid 
extract in relation to the special structures of the eye, 
and here we are reminded of its possibly greater 
value in diseases of the cornea. The most common 
diseases of the cornea are partly due to what is 
now termed a state of diminished resistance and 
partly to the source whence this structure derives 
its nutrition. The cornea is an avascular structure; 
in health it contains no blood-vessels; its nutrition 
is dependent upon its copious lymph supply, which 
takes the place of blood. Reasonably, therefore, 
it may be assumed that in patients \jn whom a 
condition of diminished resistance, otherwise mal¬ 
nutrition, is prevalent, the nutrition of the cornea 
must fail to a larger extent than that of other 
tissues which are directly nourished by the blood. 


Thus it is that in poorly fed, weakly children 
corneal ulcers are of so frequent occurrence, and 
thus it is that the beneficial effects of iron and 
cod-liver oil in these cases are so unmistakably 
shown. 

The majority of such cases present no difficulty 
of cure; on the other hand, there is a residuum 
which displays a tendency to frequent recurrence; 
to slow and protracted recovery; to an intracta¬ 
bility to treatment which exhausts the therapeutic 
armamentarium within the ophthalmic surgeon’s 
reach. It is in this class of cases that I have so 
far found the use of thyroid extract to be extremely 
beneficial. One instance out of several may be 
given. The case was a young governess in service 
in Paris, who was sent to Nazareth House in con¬ 
sequence of chronic ulceration of the right cornea 
When she came under treatment the cornea was 
generally hazy, in parts ulcerated and vascular. 
With eserine drops, chinosol fomentations, iron, 
and a free diet, improvement was gradually attained 
in the course of some weeks. At this time, how¬ 
ever, she underwent tonsillotomy, and a few days 
afterwards the right eye became acutely injected 
and the condition of the cornea became almost as 
bad as before. The continuance of the treatment, 
however, the eserine drops being changed for 
atropine, had no effect. Just previously to this 1 
had tried the thyroid extract in the first case to 
which I have directed your attention; bearing the 
result in mind, I thought possibly in this case the 
remedy might prove of service. Accordingly, the 
usual dose of the extract was ordered, the other 
internal treatment at the same time being stopped. 
In four days’ time it was obvious that the eye had 
begun to improve; in three weeks it had sufficiently 
recovered to enable the patient to return to Paris 
and resume her employment. I have since heard 
that the eye regained well for some months and 
then again relapsed. Application was made at 
Nazareth House for a supply of the tabloids for the 
patient’s use in Paris, the request having been made 
by the patient herself owing to the relief which she 
had previously obtained from their administration. 
Again, take the question of interstitial keratitis. I 
have for long been of the belief that this disease of 
the cornea is not strictly, that is to say, directly, 
a manifestation of syphilis. How commonly it 
happens nowadays to see an interstitial keratitis 
unassociated with any active syphilis, such, for 
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example, as nodes on the limbs, gummata, or 
disseminated choroiditis. My belief is that inter¬ 
stitial keratitis is merely a disease of nutritional 
defect occurring in children in whom a syphilitic 
taint exists, and that directly it is no more syphilitic 
in origin than, say, a phlyctenular conjunctivitis 
would be in a non-syphilitic child. Let us turn 
for the confirmation of this view to clinical ex¬ 
perience. Regarding these cases in congenital 
syphilitic children as aetiologically due to defective 
metabolism, I have never, for years, treated them 
with mercury. Mercury in syphilis is useful in 
assisting in the absorption of plastic exudation or 
the products of cell-proliferation. But what is 
there in an interstitial inflammation, so-called, of 
the cornea to be absorbed locally ? What evidence 
is there to cause us to believe that the lymph- 
channels of the cornea become blocked with the 
virus of syphilis, which, acting as a source of irrita¬ 
tion, gives rise to those changes in its structure 
with which the disease is associated. On the 
contrary, clinical experience furnishes the con¬ 
firmation of the view which I have stated. The 
intensity of the disease varies with the general 
nutrition of the patient. The worst cases are 
always met with in those children in whom mal¬ 
nutrition is prominently manifest, the mildest cases 
in those in whom the nutrition is apparently good. 
But in all cases the chief, if not only treatment, 
should be that directed towards improving the 
nutrition, in which the use of mercury in any form 
is especially contra-indicated. Thus it is that the 
good influence of thyroid extract in these cases is 
especially interesting to me. Its usefulness is a 
convincing proof of the accuracy of my conviction. 
Having no specific action save that of increasing 
metabolism and catabolic processes, it re-establishes 
that balance of nutrition, the disturbance of which 
has led to the evolution of the disease. If time 
permitted I could relate to you the full notes of 
an interesting case of retino-choroiditis in a young 
man of syphilitic parentage, whom some of you 
will have seen in the out-patient room, in whom 
another aspect of the use of thyroid extract in 
syphilitic ocular manifestions was illustrated. He 
came to see me privately some fifteen months ago, 
when he gave the following history: A month 
previously to his visit he had attended at an 
ophthalmic hospital, and was ordered glasses for 
the correction of a low degree of hypermetropia. 


With each eye his vision, as his out-patient 
letter showed, was £. A fortnight later he returned, 
complaining of dimness of vision in the left eye. 
He was told that he must continue with his glasses. 
On examination I found that the vision in the left 
eye was £, without improvement with any lens. 
Ophthalmoscopically the vitreous was hazy, and 
there was well-marked retino-choroiditis, mainly 
about the periphery. In six months’ time, under 
iodide of potassium and perchloride of mercury, 
the vision was recovered to £ nearly. Then the 
right eye became similarly affected. The attack 
in this eye was more severe, the fundus changes 
were more extensive; moreover, despite the treat¬ 
ment, to which cod-liver oil was added, a marked 
ciliary injection of the globe supervened. The 
vision nevertheless improved from £ to and 
then matters came to a standstill. Leeching had 
no effect, and complaint was made of a dull pain 
in the eye. Believing that this was a case in which 
it would be of interest to try the effect of thyroid 
extract, the iodide of potassium mixture was 
stopped, and the extract ordered for a month. At 
the end of this time, no obvious improvement 
having ensued, the former treatment was reverted 
to, and, as the result, in three weeks’ time progress 
was so marked that the vision had reached T®8 
nearly, and the improvement is being maintained. 
Although in this instance no direct influence upon 
the disease was apparent during the administra¬ 
tion of the thyroid extract, yet there can be little 
doubt that it must have been of service, seeing 
that, previously to its use, the usual treatment had 
ceased to be effective. 

Possibly it will now be of interest to discuss 
some of the views relating to the use of thyroid 
extract as a therapeutic agent. What explanation 
can be offered of its value in this regard? What 
have physiologists to tell us of the function dis¬ 
charged by the thyroid gland in the animal 
economy. Here disappointment awaits us. Physio¬ 
logists have no definite evidence to advance upon 
the subject. The physiological action of the thy¬ 
roid secretion, even in these days, is quite unknown. 
We are confronted with merely conjectural state¬ 
ments, of which, in the midst of so much uncer¬ 
tainty, there are naturally many. A distinguished 
French physiologist has even said that the problem 
of determining the action of the thyroid secretion 
is an insoluble one—a bold assertion to have made. 
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Nothing is impossible in science: all science 
is merely the revelation of truth ; truth is the 
epitome of knowledge, and every day the revela¬ 
tions of science are advancing our knowledge. But, 
knowledge failing, there is left only conjecture 
upon which to rely—that conjecture which Celsus 
described as peculiar to the medical art. Still, in 
conjecture, as expressive of originality, there is 
generally some measure of interest—a fact of which 
there is plenty to remind us in connection with 
the speculative opinions regarding the functions of 
the thyroid secretion. A general consensus of 
opinion exists, among those who have especially 
studied the subject, that the thyroid gland, through 
its secretion, exercises an important control over 
the processes of nutrition of the body. In this 
regard it is said to increase metabolic activity, 
especially catabolism. According to Howell it 
neutralises or destroys toxic substances formed in 
the metabolism of the rest of the body. But the 
very obvious question follows—How does it dis¬ 
charge this function ? That is the point upon which 
exact information entirely fails. Nevertheless 
Sajous of Philadelphia, has advanced a hypothesis 
which, while being ingenious and interesting, 
possibly approaches the reality. He believes that 
the physiological action ascribed to the thyroid 
secretion is not caused by the thyroid gland 
alone, but by a system of organs, which consists of 
the thyroid, the pituitary body, and the adrenals. 
These organs form what he describes as the 
adrenal system, to which important functions 
belong. According to him the adrenal secretion is 
carried to the lungs with the blood of the superior 
vena cava, and by taking up the oxygen of the air 
becomes the oxidising constituent of haemoglobin, 
which sustains the body-heat, ensures correct 
metabolism, and thus promotes nutrition. He 
maintains also that the adrenals themselves are 
controlled by a nerve-centre located in the pitui¬ 
tary body, which centre it is the special function 
of the thyroid secretion to stimulate. Thus if 
all this be true, indirectly the thyroid extract 
increases general metabolism and nutrition by 
augmenting the functional activity of the adrenals, 
and by this means the proportion of oxyhemo¬ 
globin of the blood. “As this in turn,” says 
Sajous, “enhances the metabolism in all organs, 
the defensive agents of the blood, the phagocytes 
and auto-antitoxin are increased in proportion.” 


Among other interesting views held upon this 
subject are those of Notkin. This observer 
believes that two physiologically active albuminous 
bodies are concerned in the theory of thyroid 
gland treatment—viz. thyro-protein and thyroidin. 
The former is a product of metabolism, while the 
latter is a specific product of the thyroid gland- 
cells, and acts as an enzyme upon the thyro- 
protein, rendering it non-toxic and decomposing it. 
In cases in which the function of the thyroid gland 
is absent owing to extirpation of this organ, acute 
poisoning occurs (cachexia strumapriva), due to 
the increasing accumulation of thyro-protein. In 
cases in which the thyroid gland is gradually lost 
through atrophy, the well-known picture of myxoe- 
dema is produced. A similar effect follows when 
only part of the specific secretory epithelium is 
destroyed; thyro-protein—called colloid by this 
observer—then accumulates in the thyroid gland 
itself, and thus is manifested the ordinary colloidal 
goitre (‘ Merk’s Annual Report/ August, 1909). 
Baumann discovered that the thyroid gland con¬ 
tains iodine, and Gautier has shown that in the 
normal thyroid gland of man, as well as of domestic 
animals, not only iodine but arsenic is also present 
It is interesting in this connection to learn that 
Mabille has demonstrated that thyroid and arsenical 
preparations act antagonistically, the latter serving 
as an antidote to the former, in the body. 

The next question is that of dosage. I have 
adopted a uniform dosage, namely, that of three 
grains of the extract thrice daily, both in the case 
of adults and children. In no case have I met 
with any of the symptoms pointing to thyroidism. 
These symptoms have been observed to be head¬ 
ache, drowsiness, giddiness, vomiting, tachycardia; 
but the belief is that their occurrence is due to 
idiosyncrasy, and that they are limited to adults. 
Children, on the other hand, are able to stand 
large doses of the extract without ill-effects; and, 
moreover, during the treatment it has been 
observed that they increase in weight. 

An obvious feature of this treatment, and its 
drawback, is that it is empirical; so it is in all 
cases, save those of myxoedema, in which thyroid 
extract is administered. There are no definite 
prodromata which enable us to determine whether 
or not a diseased condition depends mainly upon 
inadequate metabolism. Thus it is that experi¬ 
ment alone can show in what cases the adminis¬ 
tration of thyroid extract can be beneficial. But, 
given a case of malnutrition, or one in which 
perverted metabolism may be suspected, as the 
result of a morbid systemic taint, then, so far as 
the ocular signs are concerned, my experience 
shows that there are encouraging reasons for 
believing that the thyroid extract will ultimately 
prove to be a valuable addition to the therapeutic 
armamentarium of the ophthalmic surgeon. 

February 14 th, 1910 . 
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RECENT OBSERVATIONS 
ON ACUTE POLIO-ENCEPHALO¬ 
MYELITIS.* 

By FREDERICK E. BATTEN, M.D., F.R.C.P. 

Introduction. 

The object of my lecture to-day is to place 
before you the knowledge which has been 
obtained during the past few years with regard 
to the distribution, spread, and course of acute 
polio-encephalo-myelitis. I propose to deal with 
the subject under four heads : first, the clinical 
manifestations of the disease; secondly, the geo¬ 
graphical distribution, seasonal relationship and 
spread of the disease; thirdly, the bacteriology of 
the disease; fourthly, the transmission of the 
disease to animals. 

I. Clinical Manifestations of the Disease. 

It is not my purpose to-day to dwell at any 
length on the variety of the clinical features 
present in this disease. It must now be admitted 
that polio-encephalo-myelitis is an infective disease 
which tends to attack the nervous system, and 
according to the portions attacked gives rise to a 
variety of symptoms. 

Wickman, in 1907, proposed the name “Heine- 
Medinische Krankheit ” to include cases of acute 
polio-myelitis and allied conditions. The name 
polio-encephalo-myelitis, although somewhat long, 
gives some indication of the nature Of the disease, 
and it is generally recognised that it is undesirable 
to employ a name which does not convey some 
indication of the nature of the disease. 

The name “acute epidemic paralysis” has been 
suggested by Krause. Medin certainly had the 
widest conception of the disease, and included 
cases in which the cranial nerves were affected, 

* Lecture delivered at the National Hospital for the 
Paralysed and Epileptic. 
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cases with cerebral symptoms, cases in which acute 
ataxia was the prominent symptom, and cases 
which might be regarded as polyneuritis. 

Advances in the observation of the clinical mani¬ 
festation of the disease have of recent years been 
few. All one can say is that whereas formerly 
many cases were attributed to meningitis, they 
are now recognised as cases of polio-encephalo¬ 
myelitis. In illustration of the clinical features I 
will show you two cases, a brother and a sister who 
were under my care during the summer months of 
the year 1909. 

The first case is that of a boy, R. S—, aet. 5^ 
years, who was taken ill on August 15th, 1909, 
with pain in the back of the head. He was put 
to bed. On August 17th he was drowsy, com¬ 
plained of headache, did not vomit. On August 
18th he seemed quite well. On August 20th he : 
again seemed ill, and on August 21st was drowsy, 
had a tremor of the right hand, and on August 
22nd was sent to the hospital. On admission he 
was drowsy and in a typhoidal condition, pulse 120, 
and temperature 102*5 F. He had weakness, 
though not complete paralysis of the left side of 
his face. When asked to grasp an object with 
both hands there was wild ataxia of the right hand j 
and arm but the left grasp was firm. The right 
leg was similarly ataxic. The knee-jerks were active 
and equal. The plantar responses were flexor 
and the abdominal reflexes were active. A lumbar 
puncture was done and Jiv of clear fluid flowed 
away. This on examination showed an excess of 
lymphocytes, some of which were degenerate, but 
no organisms were found and on culture the fluid 
was sterile. On August 27th the child was better, 
the ataxia of the right side had to a large extent 
passed off, the temperature was normal, but the 
weakness of the left side of the face was still present. 
On August 31st he was much better, could sit 
up, and the weakness of the left side of the face 
was less marked. On September 4th he seemed 
quite well except for slight weakness of the face. 

On August 22nd, the day on which R. S— was 
sent to the hospital, M. S—, aet. 1^ years, was 
taken ill. She vomited frequently, and on August 
23rd the mother noticed the face drawn to the 
right. On August 23rd she was brought to the 
hospital and admitted. She was a well-nourished 
child; she had complete left facial paralysis with 
marked weakness of the muscles of the neck, but 


she was able to move both arms and legs. The 
diaphragm and intercostals were acting normally. 
The child was drowsy but could easily be roused 
and swallowed well. The knee-jerks were very 
active and the plantars gave flexor responses. A 
lumbar puncture was done, and the cerebro-spinal 
fluid, which was not under pressure, was clear, 
contained lymphocytes in excess, and was sterile. 
From August 24th to 26th the child was very 
drowsy, paid little attention to its surroundings. 

On August 27th the knee-jerk was absent on 
the right and very feeble on the left. On August 
28th the child began to improve. On September 
7th the knee-jerks had returned, but the weakness 
on the left side of the face and neck muscles was 
as marked as before. Until September 20th she 
remained with weakness of the left side of the face 
and neck muscles. Then she began to recover 
power in the neck, and for the first time was able 
to make some attempt to hold up the head. This 
power gradually increased, so that at the beginning 
of October she could balance her head and could 
walk with slight assistance. From then onwards 
she gradually improved. 

Shortly, two children in one family are taken 
acutely ill with cerebral symptoms within a short 
time of one another in the month of August. Both 
exhibit facial paralysis; one has ataxia of right arm 
and leg which rapidly clears up; the other has 
paralysis of the neck muscles in which only partial 
recovery takes place. 

The attack was attended by a rise of tempera¬ 
ture. The lumbar puncture revealed no evidence 
of meningitis and no organism was found. 

These two cases serve to illustrate some of the 
features of acute polio-encephalo-myelitis. 

It is difficult to obtain reliable evidence as to 
the relative frequency of cases which only show 
spinal symptoms to those which only show cerebral 
symptoms. In Wickman’s cases the relation is 
as 10 to 1. Dr. Karl Bremer has worked out 
the cases as admitted to the Children’s Hospital, 
Great Ormond Street, during the last ten years. 
Of 171 cases of polio-encephalo-myelitis admitted 
to the Hospital, 50 had cerebral and cerebellar 
symptoms, 11 of these had both spinal and 
cerebral symptoms, and 121 had spinal symptoms 
only. These figures give unfortunately no real 
indication of the relative frequency, since only the 
most severe cases—and those with cerebral sym- 
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ptoms would be regarded as such—would be 
admitted to the hospital. 

II. Geographical Distribution, Seasonal Re¬ 
lationship, and Spread of the Disease. 

It is not my purpose to deal with the earlier 
epidemics of the disease. Since Medin described 
an epidemic in Stockholm in 1887 many have 
been described in other countries. 

One of the best records of the various epidemics 
of polio-myelitis is that published by Holt and 
Bartlett in 1908. These authors give an account 
of thirty-five epidemics prior to 1907. They are 
widely scattered over the civilised world, but both 1 
Norway and Sweden have suffered most extensively. 1 
The seasonal relationship is strikingly uniform, 
July, August, and September being the months in , 
which most cases occurred. In the Australian j 
epidemic the months of occurrence were March j 
and April, which correspond to October and 
November. Location and surroundings appear 
to have little influence upon the occurrence of 
epidemics, which have been about equally divided 
between town and country. 

Five epidemics were in country districts only, 
and eight were in small villages. In the majority of 
instances it is mentioned that the surroundings 
were good. The only example of an epidemic in a 
crowded community is that in Norway in 1905, 
where the disease prevailed with special severity in 
the huts of fishermen living in squalor along the 
coast. 

Association with other diseases is not striking. 
In the great majority of cases the definite statement 
is made that the children were in good health at | 
the time they were taken ill. The mortality is 
estimated at 121 per cent. 

Communicability .—This is best seen in those 
instances in which two or more cases occur in one 
family. Forty instances of this have been collected : 

2 cases in one family 31 instances. 

3 >» i> 5 >> 

4 »» »» 3 a 

7 „ „ .1 instance. 

An investigation Committee have dealt with an 
epidemic in New York. Dr. Lovett has described 
one in Massachusetts, Stephens in Australia, 
Zappert in Vienna, Krause in Westphalia, and 
Treves a little epidemic of eight cases in Upminster. 


■ The following table shows the incidence as 
regards age in the New York epidemic : 
j Seven hundred and fifty cases; only 2 were 
, negroes. In 700 houses there were single cases, 
in 11 houses there were 2 cases, and in 3 houses 
j 3 cases. Sixty-two cases were in children under 
12 months, 221 cases were in children between 1 
! and 2 years of age, 180 between 2 and 3 years, 
106 between 3 and 4 years, 63 between 4 and 5 
years, 28 between 5 and 6 years ; 37 cases occurred 
between 6 and 20 years, and 2 between 20 and 30 
years. 

Wickman has shown that the disease is carried 
by the great thoroughfares, i.e. by individuals 
along the roads and railways. 

In the Massachusetts epidemic there were 11 
deaths out of 234 cases—nearly 5 per cent. 

In the epidemic in Westphalia reported by 
Krause there was a high mortality, 66 deaths out 
of 436 cases—12*8 per cent. The mortality in the 
Swedish epidemics was from 10 to 15 per cent. 
Krause gives instances in which the disease was 
carried by a healthy individual from one child to 
another. A grandmother is said to have carried 
the disease from a grandchild in one town to a 
grandchild in another, and a mother to have 
infected her own child from a nephew whom she 
had visited. The manner in which the infection 
takes place is very doubtful. The ordinary food, 
water, milk, bread, and meat cannot be held 
responsible. Fruit is suspected, but the number 
of children at the breast who are infected would 
seem to negative this as a cause. 

Flies and various insects are also suspected, but 
there is no proof that these are the carriers of 
infection. 

Again, it is suggested that it may be communi¬ 
cated from domestic animals. Two fowls kept by 
one of the families died of paralysis and a third 
was affected. Another suggestion made by Krause 
is that the disease may be due to a fungus which 
was noticed on the shoots of oak trees in the 
neighbourhood of one of the villages affected. 
Krause considers that the entrance of the virus is 
probably by means of the intestinal tract, since 
90 per cent, of the cases had intestinal symptoms. 

Allen Starr described an epidemic of some 2000 
cases in America in which the mortality amounted 
to 6 to 7 per cent. This epidemic began in May 
and reached its height in August and September. 
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Stephens described an epidemic of 135 cases in 
Australia with 6 deaths. Lumbar puncture was 
performed in 26 recent cases ; in 7 of these the 
organism described by Geirsvold was found. 

Treves described a small epidemic of polio¬ 
myelitis in the village of Upminster, in Essex, in 
1908. The first case occurred on July 27th. Two 
members were affected in one family and three 
members in another family. The disease started 
in both these families six days after their return to 
Upminster from the seaside. This would seem to 
indicate that the incubation period does not exceed 
six days. One of the children had constitutional 
symptoms but no paralysis, another had paralysis 
without constitutional symptoms. 

III. Bacteriology. 

Various organisms have been found in the 
cerebro-spinal fluid obtained by lumbar puncture 
in cases of polio-myelitis. It is not my purpose to 
describe these, since all the more recent examina¬ 
tions have shown that the cerebro-spinal fluid is 
almost always sterile. 

There are, however, two observations to which it 
is necessary to call your attention. The first of these 
is that of Geirsvold, who found a diplococcus in 
the cerebro-spinal fluid in fifteen out of sixteen cases 
of polio-myelitis, twelve times in culture and three 
times on microscopical examination of the fluid, 
although the organism could not be grown. This 
organism grows well on the ordinary media, is Gram¬ 
positive, and on intra-venous injection into white 
mice, rabbits, and pigeons, is followed by paralysis. 

The second observation is that of Pasteur, 
Foulerton, and MacCormac, who examined the 
cerebro-spinal fluid from a case of polio myelitis, 
and although they observed a few cocci in the 
fluid, were unable to grow them. With the cerebro¬ 
spinal fluid nine rabbits were inoculated, some 
intra-cranially, some intra-peritoneally, and some 
subcutaneously. Some of these animals after a 
time showed paralysis, and other animals were 
injected with material from the first rabbit para¬ 
lysed. A coccus was found and grown from the 
rabbits affected. No change was found in the 
spinal cord of the paralysed rabbit. 

These authors, therefore, furnish no sufficient 
evidence that the organism found is the causal one 
of polio-myelitis, nor that the paralysis produced in 
rabbits was due to a polio-myelitis. 


[ IV. Experimental Results. 

Numerous workers have tried to reproduce the 
pathological changes of polio-myelitis by the injec¬ 
tion of various organisms, but without success. 
Hoche produced a somewhat similar condition by 
1 injection of an organism with powder into an 
1 artery. Other observers have tried to produce the 
disease by injection of emulsion of the spinal cord 
I and cerebro spinal fluid into rabbits and mice, but 
| without result (Biilow-Hansen and Harbitz). 

I shall to-day only deal with the results of 
I Levaditi, I^andsteiner and Popper, Krause and 
| Meinicke, Flexner and Lewis, and Romer, for they 
are the most recent and most conclusive. 

! Landsteiner and Popper obtained material from a 
boy, aet. 9 years, who died twenty-four hours after 
, the onset of acute polio myelitis. The changes in 
the spinal cord were characteristic, but neither by 
culture nor on microscopical examination was any 
micro-organism visible. 

1 An emulsion of the spinal cord was injected 
! intra-peritoneally into two rabbits, guinea-pigs, mice, 
and monkeys. 

The rabbits, guinea-pigs, and mice showed no 
symptoms, and the spinal cord when the animals 
were killed a long time afterwards showed no 
pathological change. 

It was, however, otherwise with the monkeys. 

| The first was taken ill on the sixth day after 
| injection, and died on the eighth. 

The internal organs appeared normal; the spinal 
cord and its membrane showed a marked degree 
of cell-infiltration, and this extended to the medulla 
and brain. 

The cell-infiltrate was mostly composed of small 
cells with darkly stained round nuclei, and little 
| protoplasm, in a lesser degree large mononuclear 
cells with pale nuclei, and a few polymorpho- 
| nuclear cells were present. 

| The second monkey was taken ill and became 
! paralysed seventeen days after the injection (it is 
| possible that the paralysis was present a few days 
| previously but not before the twelfth day). The 
! paralysis affected the hinder extremities. This 
I monkey was killed on the nineteenth day. 

The condition of the cord was similar to the 
I first monkey, but the congestion was less intense. 

The most marked inflammation affected the 
lumbar cord, the dorsal and cervical regions being 
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less affected. The changes were visible in the 
brain stem and cerebral cortex, but were of less 
intensity than in the other monkey. No haemor¬ 
rhages were found in the cord. 

From the spinal cord of this monkey two other 
monkeys were injected, but without result. 

The character of the infection, the absence of 


any visible micro-organism, and the pathological 
changes are very similar to those found in rabies 
and bring polio-myelitis into close connection with 
that disease. 

The next series of experiments that I propose 
to put before you are those of Krause and Meinicke. 
I have already narrated to you .the history of the 
epidemic in Westphalia from which the material 
for the experiments was derived. 

Cultures made from the blood, cerebro-spinal 
fluid, urine, and organs all remained sterile, and no 
organism could be seen on microscopical examina¬ 
tion of the tissues. 

Animals were fed with the intestinal contents 
and portions of the organs from the infected 
cases. 

Emulsion of brain and spinal cord and the 
cerebro-spinal fluid were injected subdurally, and 
the blood and emulsion of various organs intra¬ 
venously. 

The result of these experiments was that mice, 
guinea-pigs, fowls, and pigeons were unaffected. 
A monkey which was fed with the intestinal 
contents of a child who had died during the 
acute stage remained quite well. A second 
monkey had a subcutaneous injection of cerebro¬ 
spinal fluid and an emulsion of brain and spinal 
cord. The third monkey was injected with blood 
and spleen emulsion. All these injections were 
without result. 

On the other hand rabbits have in many cases 
been killed by subdural, intra-venous, and intra- 
peritoneal injections. The material used for injec¬ 
tion was spleen, blood, cerebro-spinal fluid, and 
brain. Some of the rabbits died of paralysis, which 
began about the eleventh day after injection. 

The examination of the brain and spinal cord of 
the rabbits which died with paralysis showed no 
change. The disease was transmitted in one 
instance through four generations of rabbits, and to 
rabbits from several different cases. 

Of the greatest interest are, however, the expe¬ 
rimental results obtained by Flexner and I^ewis. 
In 1907 they endeavoured to transmit the disease 
to lower animals by injecting the cerebro-spinal 
fluid from a case of polio-myelitis into the spinal 
cavity and the peritoneal cavity of a monkey. 
The results were negative. 

In September, 1909, fresh material was obtained 
from two cases of acute polio-myelitis which died 
on the fourth and sixth days after the onset. 


1 

I 


The injected material consisted, first, of an 
emulsion in salt solution of the spinal cord of 
these cases, and later of emulsion of spinal cord of 
monkeys developing paralysis. 

The inoculation was made into the brain. The 
first monkey became paralysed on the fifteenth day, 
and another monkey was inoculated with the cord 
and cortex of this monkey. 

This monkey also became paralysed and three 
other monkeys were inoculated, all becoming 
paralysed from the eighth to the tenth day after 
injection. 

Further experiments showed that it was not 
essential that the virus should be introduced into 
the brain, but that successive transmission is 
possible by way of the peritoneal cavity, by intra¬ 
vascular, by inira-neural, and by subcutaneous in¬ 
jections. 

The conclusions drawn from these experiments 
are to the effect that the virus of epidemic polio¬ 
myelitis is readily transmissible Irom man to 
monkey and from monkey to monkey by way of 
the brain, peritoneal cavity, and the circulation, 
and that however transmitted it becomes estab¬ 
lished in the spinal cord and medulla. 

No bacteria could be found either in film 
preparations or in culture from any of the animals 
affected. 

The next step was based on the knowledge that 
the virus of vaccinia and rabies withstand very well 
the action of glycerine. 

The comminuted spinal cord of a monkey 
affected with polio-myelitis was suspended in gly¬ 
cerine for seven days, and after being washed in 
salt solution was inoculated intra-cerebrally into a 
monkey. The animal developed paralysis on the 
tenth day, and the spinal cord on microscopical 
examination showed the characteristic lesion of 
polio myelitis. The spinal cord of an affected 
monkey was now pounded up with sand and 
filtered through a Berkefeld filter. The clear and 
bacteriologically sterile filtrate was injected intra- 
cerebrally into a monkey, which developed para¬ 
lysis on the seventh day. 

Levaditi and Landsteiner have obtained very 
similar results to those above related. The Macaque 
monkeys were paralysed in five days, and the chim¬ 
panzee in six days after injection. 1 hey, too, found 
that the virus passed with ease through the Reichel 
filters. They further obtained some evidence that 
the virus was present in the salivary glands. 

Professor Romer, working at an epidemic of 
polio-myelitis in Marburg in which sore throat was 
common, began by cultural experiments from the 
tonsils and pharynx. He failed to find any clue to 
the existing agent of the disease. Bacteriological 
investigation of the cerebro-spinal fluid, brain and 
cord, also proved negative. 

The results of injecting intra-cerebrally the 
cerebro-spinal fluid into rabbits, mice and guinea- 
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pigs were negative, as was also the injection of j 
brain and spinal cord from an infected case. A 
monkey, however, injected intra-cerebrally with an 
emulsion of spinal cord, developed typical polio¬ 
myelitis in eight days. j 

This monkey died of the disease, and an emul- : 
sion of its cord injected into another monkey 
produced typical polio myelitis. 

These experiments confirm those of Flexner and j 
Lewis, of which I have just given an account. 

Conclusions. 

I have endeavoured to place before you the most 
recent advances in our knowledge of polio-ence- 
phalo-myelitis. 

The most important facts that have been dis¬ 
covered during the year 1909 are : 

(1) That the disease is transmissible to monkeys. 

(2) That it is transmissible from monkey to 
monkey. 

(3) That the virus is not killed by glycerination, 
and that it will pass the finest filter. 

(4) That there is no organism visible by our 
present means of staining or microscopical power. . 

It has yet to be shown what is the source of 
infection, how it is communicated to man, and j 
what is its normal habitat. Animals have been 
suspected as possible carriers, but evidence on this j 
point is defective. Much remains to be done 
before we can hope to diminish the incidence or | 
to eliminate from the community a disease which, 1 
although not attended by a high mortality, yet in | 
its effects is so disastrous to the usefulness and 
happiness of many lives. 
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Consumption, the disease of the lungs, otherwise 
known as pulmonary tuberculosis, received its 
name from the wasting of the body noticed in 
sufferers in the acute or advanced stages. 

Tuberculosis only arises as a result of infection by 
a micro-organism , the tubercle bacillus , and in no 
other way whatever. It is infectious in the same 
way that people catch measles, scarlet fever, etc., 
from one another. Exposure to inclement weather, 
remaining in wet clothes, sitting in a draught after 
exertion, working in badly ventilated workshops or 
offices and like conditions never actually produce 
the disease. They may lower the general health 
of the individual so that he is less able to resist 
the bacilli should they chance to have been taken 
into the body. So far as is known babes are not 
born with consumption ; they may, however, catch 
the disease from the mother in the first years of 
life. It is probable that the children of tuberculous 
parents often inherit a constitution which renders 
them less able to resist the bacillus than the 
children of healthy parents. 

The tubercle bacillus lives as a parasite in the 
tissues of men and animals, in which it produces 
the disease, but is able to live for short periods 
outside the body, and may possibly grow and 
multiply under such conditions. Like other 
members of the family of plants to which it 
belongs the tubercle bacillus needs for its life a 
certain degree of warmth, moisture, and a suitable 
soil in which to grow. Cold and light impede its 
I growth, while it is unable to resist prolonged dry- 
I ness. Nevertheless it can live for a time under 
I unfavourable conditions. It cannot fly or move 
| actively for itself, so that it will adhere to any 
I damp surface on which it may fall. When dry it 
1 may be blown about as dust, and being very light, 
once in the air it may remain suspended for a long 
I time. 

' Dust containing microbes is a source of danger. 
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Hence the necessity for avoiding dry dusting or 
dry sweeping of rooms which have been occupied 
by consumptive individuals, since by these methods 
much dust is stirred up and may be inhaled or 
swallowed, or settle on some article of food and be 
consumed therewith. 

The chief source of tubercle bacilli is the expectora¬ 
tion or sputum of tuberculous individuals . When a 
consumptive patient has spat on the floor or ground, 
as soon as the expectoration dries the still living 
bacilli can escape as dust. Hence every consump¬ 
tive patient should carry a pocket spitting flask 
containing a certain amount of fluid in which the 
expectoration and the accompanying bacilli can be 
kept moist until they can be conveniently destroyed 
*by methods which will subsequently be described. 
The greater the amount of expectoration which is 
allowed to dry the greater the number of bacilli 
which will be floating about in the vicinity. Hence 
it is that tuberculosis is most common in the over¬ 
crowded areas of our large cities. Everyone should 
realise the dangers of thoughtless expectoration 
and help to encourage the various public authori¬ 
ties to rigidly enforce bye-laws against spitting. 
Although on many railways notices are placed in 
the smoking carriages to the effect that spitting is 
strictly forbidden, yet in practice little notice is 
taken of such a custom and few efforts are made 
to secure the safety of unoffending passengers. In 
the present uneducated state of public opinion 
there are many who look on a visit to the wards of 
a consumption hospital, where all possible precau¬ 
tions are taken, as involving a serious risk to their 
lives, and who, nevertheless, will cheerfully spend 
an hour or more daily in a crowded smoking 
carriage of a tube or railway, regardless of the 
amount of sputum drying on the floor, stirred up 
as dust at every stopping-place. Every day many 
consumptive passengers travel in these cars, break¬ 
ing the rules as much as the others, so that the 
atmosphere must contain an undue proportion of 
bacilli. We have been told by many patients 
leaving hospital or sanatorium, and who have used 
a flask as directed, that as soon as the flask is pro¬ 
duced the carriage has been emptied of passengers 
at the next station. This shows that the public 
does not realise that it is a sign of carefulness and 
safety for a man with a cough to carry a flask. 
Everyone who spits promiscuously should be re¬ 
garded as endangering the lives of his fellows. 


Since the sputum passes through the mouth the 
saliva should be looked upon as a source of 
infection; and the chalice used at the Holy Com¬ 
munion may pass the infection from an invalid to 
a healthy communicant. 

Since all germs need a certain degree of warmth 
and moisture if their existence outside the human 
body is to be prolonged, it will be found that 
those places in which warmth and moisture are 
prevalent are those in which there is most disease. 
No doubt the original infection in many cases can 
be traced to some fellow-workman. The point to 
which attention is being drawn is that certain 
conditions of labour favour the preservation of the 
life of the micro-organisms, and so increase the 
risks run by other individuals. Dusty occupations 
usually have a bad reputation. I^ack of ventila¬ 
tion is another danger, since the less often the air 
in a given space is changed, the less frequently 
are the microbes, if present, blown away. Most 
important, perhaps, is lack of light. Direct sunlight 
not only rapidly kills tubercle bacilli, and so tends 
to sterilise or render harmless contaminated dust, 
but also reveals the presence of dirt, and dirt that 
is at once apparent is less easily tolerated than 
dirt that can be concealed. Throughout, then, 
we see that so far as the numbers of microbes are 
concerned, tuberculosis must be classed as a “ filth 
disease.” 

In considering the risk of infection from tubercu¬ 
losis the general health of the individual must be 
remembered. Most of the conditions which lead 
to the increased numbers of tubercle bacilli also 
encourage other organisms, ivhich, infecting man, 
produce more common and milder illnesses, such 
as sore throats, colds, and attacks of diarrhoea. 
These in themselves are perhaps trivial, but their 
constant recurrence lowers the general state of 
health and resistance of the individual affected, so 
that after a time, should he be exposed, as all 
must be from time to time, to infection by consump¬ 
tion, he is more liable to succumb. No doubt the 
prevalence of disease in every crowded area, ill- 
ventilated work-rooms, and particularly crowded 
bedrooms, is as much due to the lowering of the 
general health by a succession of minor ailments 
as to any increase in the numbers of tubercle 
bacilli present. Any causes which impair the 
general health must be regarded as predisposing, 
so that under-feeding, improper feeding, deficient 
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sleep, over-fatigue, all play their part in spreading 
consumption among the masses. 

Bad or deficient teeth are frequently causes of 
indigestion, and chronic indigestion is a predis¬ 
posing cause of consumption. Care of the teeth 
is therefore essential, and they should be brushed 
if possible after every meal to remove particles of 
food which may harbour destructive microbes. 
If the teeth are cleansed but once a day it should 
be upon retiring, so that small particles of food 
may not remain between the teeth during the 
night. A good illustration of the constant atten¬ 
tion to teeth brushing is that the upper teeth, 
which have less contact with the tongue and 
lips, decay much sooner than teeth in the lower 
jaw. 

It must not be thought that consumption is 
peculiar to cities. It is very prevalent in many 
country districts, especially in those exposed to 
severe climatic conditions. The accommodation 
for the labourer and his family is often very in¬ 
adequate, so that those whose occupation may be 
entirely in the open during the day are at night 
and at any other off-work periods exposed to as 
many evils from over-crowding as dwellers in the 
town. Many cottages have very low rooms with 
an absurdly inadequate window-space, so that not 
only is the ventilation poor but the entrance of 
light obstructed. When the weather is bad and 
the dwelling exposed, the windows and doors are, 
perhaps, naturally kept shut, and all means of 
ingress of fresh, though cold and damp, air dimin¬ 
ished to a minimum. Under these circumstances, 
should one member of the household acquire con¬ 
sumption and be at all careless in his habits, every 
favourable opportunity is provided for the spread 
of the disease. 

On the other hand the present state of popular 
belief in the extreme contagiousness of consumption 
has reached an extreme. If an individual constantly 
exercises the greatest care in the disposition of his 
sputum he is doing little, if anything, to increase 
the numbers of bacilli in the rooms he occupies. 
The enormous number of individuals who have 
suffered at one time or another from tuberculosis, 
but who no longer have a cough and expectoration, 
are no more dangerous to their neighbours than 
entirely healthy individuals. Dr. Koch has pointed 
out that a patient is only dangerous when he is 
personally uncleanly, or becomes so helpless from I 


advanced disease that he can no longer see to the 
disposal of his sputum. 

In concentrating attention on the individual who 
is able to return to work, there is a certain risk of 
forgetting the true sources of evil. These are 
personal uncleanliness, and insanitary dwellings, 
workrooms, and places of popular assembly. 

Infection may occur through either the foqd- or 
air- passages. The microbes may be inhaled in the 
act of breathing and so reach the lungs directly. 
It has been found that in healthy individuals dust 
rarely reaches the trachea or windpipe. Breathing 
normally is carried out through the nose. The 
narrowness of the nostrils, which are lined by a 
kind of skin called a mucous membrane richly^ 
supplied with blood-vessels, and which secretes a 
considerable amount of sticky matter called mucus, 
is a design for the purpose of warming the in¬ 
coming air and catching any dust particles it may 
hold in suspension. The proof of this is seen in 
the way a mild infection, such as a cold, which is 
due to a different bacillus to tuberculosis, settles 
first of all in the nose. When an individual blows 
his nose after being in a dusty atmosphere, the 
mucus is seen to be discoloured by dust instead 
of being clear, as is normally the case. 

Those individuals who breathe through their mouths 
are depriving themselves of the most efficacious defence 
against direct infection by the germs of all respiratory 
diseases . Those who breathe through their mouths 
take in cold air which has to be warmed in the 
windpipe, the bronchial tubes, or the lung itself. 
They also inhale quantities of dust which, not 
having been caught by the nasal mucus, settles 
on the wall of the back part of the throat or of the 
windpipe. If there are any germs in the dust they 
may set up an inflammation, and it is a matter of 
common experience that children who are mouth- 
breathers suffer more than others from colds and 
sore throats. The germs may be carried as far as 
the lungs and set up inflammation therein. 

Infection can also occur from taking food in 
which there are living tubercle bacilli, such as the 
unboiled milk of a cow suffering from tuberculosis 
of the udder. The organisms pass through the 
walls of the intestine and affect first of all the 
glands within the belly cavity; thence they may 
spread to the chest and lungs. Sometimes the 
bowel itself becomes ulcerated and the child 
suffers from diarrhoea, but often the organisms 
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pass through without appearing to in any way 
affect the bowel itself, and may in this way affect 
the lungs or any other part of the body. 

A similar method of infection often occurs in 
the later stages of consumption from the patient 
swallowing his own expectoration\w$Xz,dA of spitting 
it out. The bacilli in this expectoration may invade 
the wall of the intestine and cause ulceration. This 
leads in many cases to a very obstinate form of 
diarrhoea. It is therefore very important that 
every consumptive invalid should, for considera¬ 
tions of his own comfort if for no other reason, be I 
careful not to swallow his expectoration. From the 
fact that the bacilli may invade the bowels and so 
escape in large numbers in the stools, it will be | 
seen that special precautions must be taken to 
carefully clean and scald bed-pans used by bed¬ 
ridden cases. Any germ-laden dust which may be 
swallowed—and it must be remembered that dust 
is more often swallowed than inhaled—may lead to 
an invasion of the body by this route. 

It should be needless to add that even in the 
poorest households food partially consumed by a 
consumptive invalid should never be finished by 
another person, since it may have possibly become 
infected by germs carried on the fork or spoon 
used. A consumptive patient’s pipe should never 
be smoked by anyone else. It is perhaps more 
important to add that such food should not be 
given to the household cat or dog since these 
animals may be in turn affected, and by their 
excretions tend to spread the disease, or even by 
licking the face, etc., of children convey infection 
to them. All food left by consumptives should be | 
burned and never thrown on the dust-heap. Certain 
French observers are of the opinion that tuber¬ 
culosis among household pets plays a far more 
important part in the spread of disease than has 
hitherto been considered possible. 

The Nature of the Disease. 

The bacilli, having invaded the tissues, set up a 
special type of inflammation, which may proceed to 
ulceration and the formation of ulcers in the lungs. 
At the same time the bacilli secrete poisonous 
substances, which dissolve in the blood and are so 
carried by the blood-stream all over the body. It 
will thus be seen that the disease acts in two ways : 
First, the poisons, or toxins as they are called, 
give rise to general illness characterised by feverish¬ 
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ness, loss of appetite, a general feeling of ill-health, 
and frequently more or less anaemia. To these 
also are due the profuse sweating which frequently 
occurs during sleep in acute or advanced cases, 
and which, since sleep is usually taken at night, 
are commonly called night-sweats. Secondly, by 
the actual destruction of the lung-tissue, the effects 
of which vary with the nature and extent of the 
part attacked by the disease. 

When the lung is the part in question, as in 
consumption, any destruction of tissue means a 
lessening of the area available for breathing pur¬ 
poses. Consequently, if this is at all extensive, the 
invalid must breathe more frequently to enable the 
same amount of air to enter in a giveri time. Also, 
as any given quantity of blood will only take up a 
limited amount of air from the lungs, the blood 
must pass more quickly through the remaining 
parts of the lung if the same amount of air is to 
be taken up as before the disease commenced. 
The heart must beat quicker, and consequently the 
pulse must rise. The symptoms due to the action 
of the poisons secreted by the bacilli pass off as 
the disease becomes arrested. The latter, due to 
actual destruction of tissue, remain, because the 
person with arrested consumption has to go 
through life with somewhat less lung than he had 
formerly. Even after the destruction of a large 
part of the lung the sufferer can continue to 
breathe quietly under ordinary conditions, but he 
gets out of breath and done up with exercise a 
healthy individual would scarcely notice. 

Blood-spitting or haemoptysis may occur at any 
stage of the disease. It is often the first symptom, 
and at once convinces the patient of the serious¬ 
ness of the illness and makes him realise that 
immediate treatment is necessary. 

When haemoptysis takes place, the patient must 
be kept at rest, lying flat on his back, and medical 
aid sought at once. Until the doctor arrives do 
not worry the patient, but hold a vessel into which 
he can spit the blood. Should he wish to be on a 
particular side grant his request. Should the 
accident occur in the street, wait until the patient 
can be moved in an ambulance. Do not sit the 
patient up. Do not give stimulants. 

Modes of Onset of Consumption. 

T wo main types may be distinguished. In the 
acute type the disease begins suddenly, with marked 
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illness and a considerable degree of fever. Such 
cases often proceed rapidly, and the patient dies in 
a few weeks or months. At other times, after a 
longer or shorter period, the activity of the disease 
diminishes and a period of chronic illness sets in, 
In these cases the invalid is never in doubt as to 
the fact of his being ill, and his symptoms and 
physical discomfort are such as will lead him at a 
very early period to seek medical advice. 

In the chronic type the conditions are different, 
and the individual may go for weeks or months 
knowing, perhaps, that he is not quite so fit as he 
used to be, but not realising that he is seriously ill, 
and so not seeking advice. This is unfortunate, 
because the earlier the patient comes under treat¬ 
ment the greater the chances that his disease may 
be permanently arrested. It is therefore important 
that the earlier symptoms of ill-health should not 
be neglected. All who are, or have been, to their 
knowledge, exposed to infection by tuberculosis, or 
who have previously suffered from pleurisy or spat 
up blood, should not hesitate to obtain medical 
advice for a cough, or even for feeling generally 
out of condition if this should last for any length 
of time. The same rule should apply to those who 
have relations who have suffered from consumption, 
even if not living in the same house with them at 
the time. Everyone who spits up blood or who 
has a severe pain in the side must at once seek 
advice. 


When to give up Work. 

There can be no doubt that the ideal course 
would be for every patient to give up work directly 
he becomes aware that he is suffering from con¬ 
sumption. If he can afford it he should at once 
undergo a course of treatment at some strict sana¬ 
torium, where he should remain until he is advised 
by the medical authorities that he can safely return 
to his former or some other occupation. Among 
the working classes, whether manual labourers or 
otherwise, the ideal treatment is rarely possible. 
The current wages allow but a small margin for 
saving, and the congestion of the labour market is 
such that none but very valued employees can be 
given long leave of absence. It also has to be 
remembered that in the majority of cases once a 
man has gone on the sick list there is little coming 
in to support his family, while the expenses are 
simultaneously greatly increased. Should the 


1 
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position of the patient permit him to take a pro¬ 
longed period away from work, relying on club 
money, payments from insurance companies, and 
the like, he would be wise to apply for admission 
to either a free sanatorium, such as are attached to 
some of our chest hospitals, in which case he would 
first of all have to pass through the hospital itself, 
or to some of the fairly numerous institutions which 
provide sanatorium treatment at a comparatively 
small cost, for example, 10 s. a week. He must, 
however, remember that whereas one can at once 
get into some paying sanatorium, long delays may 
ensue before his turn comes for admission to either 
a free bed or one at moderate rates, since the 
demand for such always exceeds the supply. 
During this interval his conduct must be regulated 
by carefully balancing his state of health on the one 
hand and the husbanding of his financial resources 
on the other. All patients applying for such insti¬ 
tutions would be well advised to lay the economic 
as well as the medical aspects of the case before the 
medical officers and to candidly seek and act upon 
their advice. On medical grounds it would doubt¬ 
less more often be best for the patient to rest 
under the most favourable conditions obtainable 
during the period preceding his admission, but 
since, without doubt, there are cases in which 
monetary considerations would justify the taking of 
some slight extra risk in the present for the sake 
of advantages in the future, every case has to be 
judged on its individual merits, and this is best 
done by those having daily experience of the 
disease. At the same time, those sufficiently well- 
to-do to employ the services of a medical practi¬ 
tioner should always seek his advice, since he has 
the best knowledge of their special local conditions. 

Those more unfortunately situated, unable to 
obtain more than a month or six weeks* sick leave, 
would be wiser to spend this period at a sanatorium 
under direct supervision rather than, as is so fre¬ 
quently done, taking a country holiday by them¬ 
selves or with their families. They would learn 
then to understand the mode of life best suited to 
their case and the differences which exist between 
sanatorium and mere “ open-air ” conditions. It is 
the regular ordering of life and the provision of 
definite intervals for rest and exercise that give a 
real justification for the existence of the sanatorium. 
If such an individual is unable to continue at work 
until his time for admission to an institution comes, 
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or if he is warned by his medical attendant that 
this course is fraught with dangers, he should at 
once give up his occupation, whatever the conse¬ 
quences. It is probably better for the patient and 
his whole family to suffer for a time, even if com¬ 
pelled to have to resort to assistance from Poor 
Law authorities, and then be restored to a com¬ 
plete or nearly complete working capacity, than to 
struggle vainly for a short time, during which the 
chances of recovery may completely vanish. The 
patient should understand that if he still sticks to 
his work, while the disease is active, he is slowly 
but surely losing his chance of arrest, and that the 
day will surely come when he has to give up. In 
that case he will not only no longer be a bread¬ 
winner, but he will be a serious handicap to the 
rest of his family, who will have to keep him as well 
as themselves. The only conditions under which 
any divergence from this rule can be allowed are 
those in which remaining at work for a short period 
means the receipt of a pension which would other¬ 
wise be lost, or that other members of the family 
would then be able to earn sufficient to keep the 
home together, even if the original wage-earner 
became and remained completely unable to work. 

The out-patient departments of all the large 
hospitals bear testimony that many persons are 
able to remain at work without detriment for a 
considerable period when the extent of disease is 
limited and their home and working conditions 
favourable. But for one case able thus to survive 
there are many which progress steadily downwards. 

On the Occupation to be followed by 
a Consumptive Patient with Arrested 
Disease. 

It would appear that sufferers receive advice and 
suggestions of the most diverse and often unprac¬ 
tical nature from all who come in contact with them. 
It is a constant experience on inquiring what a 
patient proposes, or hopes, to do on leaving a chest 
hospital or sanatorium, to obtain such answers as : 
44 1 have been told I must get light open-air work,” 
and 44 1 have been advised to live in the country.” 
Others appear to have received the impression that 
they should take up gardening as a means of liveli¬ 
hood, or go for a voyage as a ship's steward, or 
emigrate to Colorado, the Cape, or Australia. 

The question we have asked of all patients seek¬ 
ing advice as to their future is, “ Have you a trade, 


and if so what can you earn ? ” A large proportion 
of hospital patients are unskilled labourers, but 
when such a one has a trade it may be found that 
he earns 2 , at times even ^3, a week. If he be 

then further asked whether he has any skilled know¬ 
ledge of outdoor work it almost invariably appears 
that he has not, and that some 15*. to ^1 a week 
I is all that he could hope to earn in very favourable 
circumstances. Is it wiser for that man to return 
to an occupation at which he has a definite market 
j value, or had he better go out among the flotsam 
i and jetsam of unskilled, often unemployed, though 
nominally open-air workers ? Two points have to 
be borne in mind—the safety of the community, 
j and the welfare of the individual. As before 
stated there is no risk to the community apart 
from the drying-up of expectoration which allows 
the living bacilli to be blown about as dust, 
i Recent investigations have shown that the risk of 
infection, even in the immediate proximity of the 
patient from the spray inevitably produced by 
coughing, is small, and, indeed, were it not so it is 
difficult to see how the personnel of a hospital for 
consumption could reside therein for years and yet 
remain free from the disease. 

For the welfare of the individual the most impor¬ 
tant considerations are the provision of fresh air at 
I home, good food, and reasonable hours and condi- 
j tiops for rest—in other words an ordinary healthy 
1 life out of working hours. This can only be 
obtained at a price, hence the necessity to earn the 
best possible wage. No amount of fresh air during 
work will compensate for the lack of sufficient 
| nourishing food or bad accommodation during the 
I rest of the day; there is a certain tendency to 
| forget that starvation is a more serious trouble 
I than tuberculosis. Partial starvation and bad condi- 
; tions of life enormously increase the probabilities of 
| relapse on the part of the worker, and of diminished 
; vitality, and therefore increased susceptibility to 
j infection of his family. Hence we feel that although 
outdoor employment might often be recommended 
were the risk to the patient during working hours 
the only important factor, when the whole day's 
environment is taken into consideration monetary 
reasons lead to a modification of this advice. 

It must always be remembered that at least half 
I the day is not spent at yvork. If open-air condi¬ 
tions of employment could be obtained by all at a 
living wage no difficulties would arise; as this is 
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of course impossible, the problem must be faced 
not only from the standpoint of the ideal but from 
the existing conditions. 

Two of the greatest risks to the patient whose 
disease is arrested are overstrain and great fatigtie, 
which appear to have a very special influence in 
bringing on a recrudescence. From this stand¬ 
point it would seem preferable that any patient who 
is a skilled workman should return to his former 
occupation, for what can be done with facility will 
be done with the least expenditure of energy. The 
hardest and most continuous manual labour usually 
falls to the lot of the unskilled labourer, such as 
any artizan would become should he leave his trade. 
Although it has been shown by sanatorium experi¬ 
ence that those who have led sedentary lives are 
capable, despite their affliction, of being trained up 
to do hard manual labour to their physical benefit 
and with nothing but good resulting, this is only 
because the hours of such work are regulated, and 
periods of rest interposed, in a manner impossible 
in everyday life. We do not by this mean to 
suggest that manual labourers accustomed through¬ 
out their lives to such toil cannot return to their 
occupations, but rather the contrary, since such 
work comes easier to them. 

A case arrested by sanatorium treatment should 
be safer, whatever his occupation may be, than he 
was before he acquired his illness, since he has 
learned how to live in the healthiest possible 
manner. 

Fresh air throughout the whole day is no longer 
so essential once the processes of the disease 
have ceased action. Less good air will then 
suffice for a time provided it be not absolutely 
deleterious, and if it be in this state it is wrong 
that anyone should work under such conditions. 
The skilled man who at his own trade could earn 
a fair competence would have to work longer hours 
and at a greater strain in an outdoor occupation 
for a wage which would scarcely support life, since 
he would have to compete in the labour market 
against those who, having been born and bred to 
the work, ivould naturally secure all the better 
posts. The problem of the clerk, shop-assistant, 
and warehouseman must be considered in the 
light of the same reasoning—the relative economic 
value of his work, his wage-earning capacity in 
relation to the cost of living, and his surroundings 
when off* duty. He must earn sufficient to enable 


| him to procure reasonable conditions out of work¬ 
ing hours. Vanmen, tram-drivers, and conductors, 
and most classes of railway servants could not do 
better than remain at their occupations. As regards 
the unskilled labourer there is not a priori reason 
why he should not go into the country to look for 
work, but in recommending such a course it must 
be remembered that this is very difficult for even 
a perfectly healthy man to obtain. 

I It must be recognised that very few persons with 
arrested tuberculosis on going back to work have 
any power to influence the ventilation of the work- 
, shops or offices in which they are employed. The 
| most that can reasonably be hoped is that by their 
precept and example, wherever possible, they may 
encourage the institution to do the best that can be 
obtained. Granting, then, that the atmospheric 
conditions remain as before, should the returned 
patient give up his post and seek work elsewhere ? 
No ! For he would most probably find the con¬ 
ditions elsewhere equally bad, while he would be 
I giving up certain employment which would enable 
i him to fulfil the requisite conditions out of work¬ 
ing hours, and, if anything, the more important 
period. It has been our experience that even of 
1 those patients who after their discharge have most 
| strenuously sought for outdoor work, the larger 
i part have in the end been forced to return to their 
former occupation. 

I The alternatives to following his own trade usually 
1 suggested to a patient, as we maintain frequently 
without due consideration, are : (a) To obtain 
some open-air occupation, preferably in the country, 
in which case gardening is usually recommended : 
(b) emigration ; and (c) going to sea. These may 
be briefly dealt with seriatim. 

(<*) Many patients shortly before their discharge 
from sanatorium talk of looking for some such open- 
! air occupation, but on being pressed appear to have 
no idea what variety of work they require or how 
i to proceed to find it. From the stories of patients 
re admitted to hospital after some lapse of time, it 
appears that if they have remained in town a large 
number have become tram and omnibus conduc¬ 
tors, frequently with good results. This course, 
however, cannot be recommended save to those 
with little or no expectoration, since a man making 
use of a spitting-flask would almost certainly be com¬ 
plained of by some officious passenger and would 
stand little chance of obtaining further employ- 
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ment, and also the wages earned are not very good. 
In spite of these objections this occupation is one 
of the most suitable for an unskilled patient. 
Others have tried to serve as insurance agents or 
travellers on a small scale. These more often than 
not have proved failures both economically and 
medically. Want of knowledge of their business 
has prevented their earning enough to live decently, 
and at the best an agent’s life about town is far 
from being in the open air, but rather involves the 
risk of exposure to all kinds of infection in the houses 
he must visit. Also it is our experience that there 
is a tendency for such men to indulge too freely in 
alcoholic stimulants—a course productive of great 
evil in cases of pulmonary tuberculosis. Patients 
but rarely appear to have endeavoured to act as 
gardeners for obvious reasons. If more than a 
mere pittance is to be earned some degree of 
technical skill is required, to acquire which a proper 
apprenticeship must be served, It is as absurd to 
expect an untrained patient at once to become fit 
for such an occupation as it would be to advise 
him to act as a fully trained druggist. Another 
feature which militates against gardening as a suit¬ 
able trade for consumptive individuals is that to 
earn a fair wage a gardener must have a knowledge 
of, and carry out, hot-house work, whereby he runs 
grave risks of catarrhal attacks, which probably pre¬ 
dispose towards a recrudescence of the pulmonary 
tuberculosis. For the beginner employment is un¬ 
certain and the accommodation often poor, in 
addition to which it is improbable that in the 
country the other members of the family would be 
able to do much to add to the income, and if they 
are dependent on the patient as sole bread winner 
their fare will be scanty. 

A case in point is that of a man who gave up a 
post as a stoker in an electric light station where 
he was earning 30 s. a week, to become a gardener 
at 155. a week. He found the work actually 
harder, and in addition had to bicycle five miles 
each way to and from his work. Under these 
conditions he broke down more rapidly than 
before, and ultimately came to the sanatorium. 

(b) Emigration opens up still more serious 
problems. The greatest detriment is the immi¬ 
gration laws existing in the most desirable colonies 
and in the United States. No one detected with 
tuberculosis is allowed to land in parts of New 
Zealand, Australia, Canada, or the United States, 


I and from the United States and Canada immi¬ 
grants are deported if tuberculosis becomes evi- 
i dent within two years after landing. 

When a patient seeks advice on this subject the 
I most important question to ask is, Has he a definite 
| employment to go to, and, if so, are the wages such 
i as will reasonably support him under the prevalent 
local conditions ? Failing work, definitely arranged 
for in advance, has he friends to stay with who 
will keep him until he can obtain employment? 

| Also, has he a knowledge of any trade or other 
occupation for which there is a demand? If these 
questions be answered in the negative such a 
i patient should be advised not to go, however much 
a climatic change might be expected to benefit 
him. His health might not improbably suffer on 
the voyage, and his slender capital be rapidly 
exhausted while in search of employment. Every¬ 
one who has been to the colonies must have seen 
some such semi-invalids reduced to extremities. 
It is apparently not known in England that it has 
been found necessary to establish sanatoriums in 
South Africa, Australia, and Canada—the very 
places to which our consumptives are advised to 
emigrate. 

I To emigrate with inadequate means and without 
definite prospects is a task not lightly to be under- 
! taken successfully even by those in perfect health 
and with some useful knowledge; far less, then, 
by one, town-bred, just recovering from a severe 
! illness and without experience of outdoor work. 

1 If, however, the patient has a post offered him in 
advance, or friends to go to, his state of health 
can be considered in relation to emigration. 
Should his disease be arrested no obstacles need 
be placed in his way other than to warn him that 
he is going far from home, and may be in diffi¬ 
culties should he relapse. If the disease be not 
arrested the case must be put much more strongly, 
and the patient should thoroughly understand the 
meaning of the risks which he incurs. The con¬ 
ditions thus far being satisfied, inquiry may be 
made as to where he proposes to go. Many 
patients will be found who have the haziest notions 
of geography, and believe that all places out of 
England are health resorts. They believe the sup¬ 
posed climate is everything, and are unaware of 
the distances and variations met with in all the 
colonies, the United States, and the Argentine, 
many parts of which are in this respect less suit- 
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able dwelling places for consumptives than England 
itself. 

Lastly, the economic aspect should again be 
clearly placed before every patient desirous of 
going abroad, since many deceive themselves as 
to the relative value of wages. Especially is this 
the case with regard to the South African Colonies, 
where all the necessities of life are so much dearer 
that, even with better wages, many artisans write 
home that they are really worse off than in England, 
and in some cases, though in full work, find them¬ 
selves without sufficient money to procure proper 
food. 

(c) Going to sea is perhaps less frequently 
advised now than a few years back. Most patients 
who mention going to sea propose to do so in 
some working capacity. This on investigation 
resolves itself into seeking a berth as ship’s steward, 
or, in the case of clerks with somewhat better 
attainments, as a purser’s assistant. Now, however 
much, or little, pure air a passenger in a liner may 
secure, neither of the above categories could be 
described as sharing therein. That all who go to 
sea spend their time on deck fanned by appetising 
salt breezes is a popular delusion. The purser’s 
assistant usually spends his days in a small, very 
stuffy cabin whether at sea or in port, his nights 
under similar conditions. The steward lives in 
still worse quarters—crowded out, heavily worked, 
with few opportunities for sleep, and in the tropics 
the chances of comfort are poor enough for any¬ 
one. At the beck and call of everyone, with little 
time off duty, he lives practically between decks in 
adverse circumstances everywhere and always. 

The prevailing idea is that stewards, however bad 
their quarters—and they are usually so near the 
water-line that the scuttles can never be opened 
—have always the opportunity of sleeping on 
deck. Now, in bad weather, when their quarters 
are naturally at their worst, this is obviously im¬ 
practicable. As tuberculosis is far from uncommon 
among ships’ stewards, anyone following this 
occupation must pass his time of rest in an ill- 
ventilated and infected atmosphere. This is the 
more so as anyone desirous of keeping his berth 
would be unable to use a spitting-flask, which 
would be detected, and so must either swallow his 
expectoration at his own risk or use his handker¬ 
chief, to the risk of others when the sputum dries 
and the bacilli escape as dust. As a further 


proof that going to sea is in itself no cure for 
consumption, it is reported that in 1908 337 cases 
were recorded in the Navy suffering from tubercu¬ 
losis. The greater number of these had served 
from five to ten years, so that the disease must 
probably have broken out while in the Service. 
No statistics so far as we are aware are available 
for the much larger service, the mercantile marine, 
from which, however, many patients are admitted 
to consumption hospitals. 

The conclusion is that so far as possible each 
individual should return to his own trade, and that 
those without a trade should be largely governed 
in the selection of an occupation by their wage- 
earning capacity thereat. If the only result of 
the treatment of pulmonary tuberculosis be the 
production of large numbers of unskilled outdoor 
labourers, can this be considered an economic 
success ? 

We do not wish it to be thought that we have 
not regarded the probability of a certain number 
of cases relapsing after thus returning to their 
former work, since even under sanatorium condi¬ 
tions some relapses occur. We do maintain that 
at present there is no alternative to the average 
patient of the working classes between this and 
semistarvation. 

The Home Life of the Consumptive. 

In many details this naturally must vary with 
the extent of illness; certain features, however, 
are common to all stages, and may be considered 
first of all to avoid repetition. 

(1) The Life of Those Able to Work. 

The dwelling-place should be the most airy and 
generally hygienic that can be obtained commen¬ 
surate with the means of the patient. This of 
course is the ideal for everyone, and is not a 
special recipe for the consumptive. 

If it is necessary for the patient to live in 
tenement dwellihgs an upper storey should be 
chosen if there is a balcony or flat roof on which 
he could rest in the open. This advantage would 
compensate for any slight impairment of air entry 
into the dwelling room which might be produced 
by the balcony. Underground rooms are in any 
case to be avoided. The patient should have a 
bedroom to himself. 

It is very common to find that patients have 
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been advised to move a short distance out of 
town. Although perhaps this is beneficial for 
those who are so far disabled as to be unable to 
follow their occupations, for those still in employ¬ 
ment it involves considerable time spent in 
travelling and also some expense, though the 
latter may be compensated by a diminished rental. 
The travelling is often exhausting, especially if a 
period of half an hour or more is to be spent 
“ strap-hanging ” in the, at least, unpleasant atmos¬ 
phere of the average suburban train during the 
hours of the rush to and from the city. Very 
crowded carriages and shut windows seem to be 
an unavoided, if not unavoidable evil, and in such 
surroundings a consumptive patient has his own 
health imperilled and is a possible source of 
danger to his fellow passengers. 

The town dweller, moreover, can take healthy 
exercise by walking some part of the distance to 
and from his work. Fresh country air is worth a 
great deal, but the difference between town and 
suburb is scarcely such as to compensate for the 
exhaustion, and it is wiser to remain within walking 
distance of the workshop or office, or at the most 
a short journey on the top of an omnibus or tram. 
On Sundays and after working hours it is possible 
to rest in the open air in the parks. 

Rest and Exercise. 

Regular rest and exercise form, as before stated, 
the basis of sanatorium treatment, and therefore it 
is most essential that the practice should be con¬ 
tinued on returning home. It is equally necessary 
for those who have never been treated in such an 
institution. 

What exercise should be taken depends naturally 
on the nature of the occupation the patient is 
following. If this is sedentary, part or all of the 
exercise may be taken in the walk to and from 
business; for the remainder, any light outdoor 
exercise may be permitted in reason if the patient 
can be trusted to avoid fatigue. As a general rule, 
walking is the best form, though gentle cycling may 
be allowed for quite quiescent cases. 

Those engaged in manual labour may be con¬ 
sidered to have taken sufficient exercise during the 
working hours, and should, as far as possible, spend 
their time in resting in the open air. Late hours 
must be avoided and a due amount of sleep 
taken. 
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Weight. 

Patients would be wise to weigh themselves 
about once a month in the same clothing and at 
the same time of day. If the weight is regularly 
decreasing it is an indication to seek advice. An 
occasional deviation of a pound or two is of no 
necessary importance. 

Dietary. 

It cannot be too strongly impressed that the vast 
majority of patients suffering from consumption 
have absolutely normal digestions, and conse¬ 
quently can take ordinary food. The consumptive 
who is at work should, so far as his means permit, 
take a good breakfast and have a hot dinner on his 
return home. For the middle of the day he should 
take from home sandwiches or bread and cheese 
according to taste and position, accompanying this 
by a glass of milk. Those who prefer, or to whom 
it is more convenient, might take such articles as 
home-made oat cake or protein or plasmon biscuits. 
The patient must regard the luncheon hour as a 
period for rest, to be spent quietly, and not in 
active exercise. He should also arrange not to 
take his dinner for an hour after his return home, 
dividing this time in washing and in resting. 
This also presents the advantage of saving the 
dinner from being unavoidably overcooked until 
his return should there have been delay. Those 
who live near their work should return home for the 
i mid-day meal. 

I Patients who are at home altogether should take 
regular meals at such times as are most convenient 
for the household. The friends who are continually 
asking if the invalid should not be given “ some¬ 
thing strengthening,” as beef tea or port wine, 
should be impressed with the fact that the really 
important matter is the ordinary meals, and that any 
additions which do not interfere with these can be 
j left to the individual taste as being, in moderation, 

I neither specially good nor harmful. It is a great 
1 mistake to look on beef tea and most beef prepara¬ 
tions as anything more than stimulants, and expen¬ 
sive stimulants, so that when there is any shortage 
of money it is wiser to spend it in other directions. 

To patients leaving hospital, who ask if they 
should not take a little stout or whiskey, it has 
been our custom to reply that if they have done so 
in strict moderation before, and like these things, 
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there is no harm in continuing their use, so long as 
they are certain that the cost thereof cannot be 
better bestowed. If, however, they have not pre¬ 
viously taken such stimulants they would be much 
wiser not to begin doing so. 

The diet recommended is that which working 
classes are in the habit of providing for themselves 
when earning full wages, and on which the other 
members of a community remain in good health. 
Diet will be found to vary in every part of the 
kingdom. In Scotland, for instance, large quan¬ 
tities of oatmeal are consumed, whereas Londoners 
do not take kindly to such a diet. This is but an 
instance of many such differences. 

Medicines. 

No medicine is known which has any action on 
the diseased portion of lung. Instead of spending 
money in drugs, such as cod-liver oil, malt lozenges, 
etc., it is far wiser to spend this money on nourish¬ 
ing food. By this it is not meant that medicines 
are not of use in relieving cough and other sym¬ 
ptoms of the disease. 

Disposal of Sputum. 

Every patient with sputum must carry and use 
some variety of spitting flask, which must contain a 
weak solution of antiseptic, such as 1 in 600 Cyllin 
(Jeyes* fluid), or Izal. After use the flask and its 
contents should be placed in a special saucepan 
with cold water, slowly brought up to the boil, and 
kept boiling for at least five minutes. After this 
the contents, being harmless, may be emptied down 
the drain and the flask rinsed out. The method of 
mixing the sputum with coal-dust and putting it on 
the fire cannot be recommended, since particles 
might easily escape destruction thereby and set free 
virulent bacilli. 

Dettweiler’s flasks are the best adapted for 
spitting flasks, those with aluminium bottoms 
being more desirable. If, however, glass-bottomed 
flasks are used, care must be taken to unscrew the 
metal portions before boiling, otherwise the unequal 
expansion of glass and metal will cause breakage. 

Every patient must learn to spit cleanly into a 
flask, to wipe his lips after coughing with a hand¬ 
kerchief and not with his hand. Cases are recorded 
in which the hands have become the seat of tuber¬ 
culous ulcers in patients who neglected this pre¬ 
caution. All must acquire the habit of holding a 
handkerchief in front of their mouths when cough¬ 
ing to prevent any possible dissemination of 
microbes in the spray produced during this act, 
but on no account must they actually expectorate 
into the handkerchief. 

To avoid all risk of sputum drying on the hair 
and so being dispersed around the room, every 
consumptive should be clean shaven. There must 
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be thorough personal cleanliness in all respects, 
and the teeth must be brushed regularly at least 
night and morning. 

Care of Handkerchiefs, etc. 

Special care must be taken of the handkerchiefs, 
which are certain to be covered with particles of 
sputum. As this rapidly dries a consumptive 
patient should be careful never to take his hand¬ 
kerchief out of his pocket and shake it vigorously, 
lest he scatter the germs broadcast. All soiled 
handkerchiefs should be kept soaking in water 
to which some washing soda has been added until 
washing day, when they should be thoroughly 
boiled. There is no reason why this boiling 
should not take place in the domestic copper. 
Since particles of sputum from the handkerchiefs 
may adhere to the side of the pocket a con¬ 
sumptive patient should arrange for his pockets to 
be fitted with a movable lining of some material 
which will stand washing; this can then be changed 
daily and boiled before replacing. Soiled hand¬ 
kerchiefs must never be allowed to remain under 
the pillow of the bed, lest particles of sputum 
adhere to tfe bed-clothes and be shaken up as 
dust the next time the bed is made, to the risk of 
whoever carries out this operation. On account 
of this risk the bed-clothes should be gently 
smoothed, not vigorously shaken. When they are 
changed, they should, like the handherchiefs, be 
placed in soak and then boiled. There are no 
advantages, and many disadvantages, in paper 
handkerchiefs or paper sputum flasks, or flasks 
with paper linings, which are removed and burnt 
with their contents. 

Cough. 

The act of coughing has a definite object—the 
removal of an irritant from the lower air-passages. 
When the amount of phlegm brought up is pro¬ 
portional to the exertion involved such a cough is 
useful. No attempt should be made to stop 
coughing as long as sputum comes up. The 
sputum is in the lungs and must be expectorated. 
Much, however, of the cough in tuberculosis is 
not accompanied by expectoration, and is due to 
irritation of the throat. Such cough ought to be 
suppressed. 

Chief among the causes of irritation of the 
throat is tobacco smoke, more especially, because 
hotter, from cigarettes. All consumptive smokers 
suffering from an irritable throat cough should try’ 
to avoid smoking for a time, and should they find 
this leads to a diminution or disappearance of the 
cough, they would be well advised to permanently 
abandon the habit. Apart from this throat irrita¬ 
tion, smoking, if not carried to excess, is probably 
without influence on the course of the disease. 

(To be concluded .) 

February 21 st, 1910. 
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1 THE MANIFESTATIONS OF 
| EYE-STRAIN. 

i A Lecture delivered at the Medical Graduates’ College. 

1 By ERNEST CLARKE, M.D., B.S., F.R.C.S., 
Surgeon to the Central London Ophthalmic Hospital; 
Consulting Ophthalmic Surgeon to the Miller 
General Hospital. 


Eye-strain as we now understand it extends over a 
far wider field than it diet even twenty-five years 
ago. It includes of course the old “asthenopia” 
that Bonders, writing in 1858, considered was due 
| to hyperopia, and the muscular asthenopia which 
; Von Graefe, a few years later, attributed to strain 
of the internal recti muscles. The word “asthen¬ 
opia ” by its derivation denotes weak sight, which 
j in the large majority of cases does not exist; 
and even if we take the broader meaning, im¬ 
plying tired sight, the word is equally inappro¬ 
priate. It would be well to restrict the term 
“asthenopia” entirely to retinal fatigue, i.e. retinal 
asthenopia, with which we are not at present con¬ 
cerned. 

Eye-strain may be defined as a symptom or group 
of symptoms produced by the correction or attempt 
[ at correction by the ciliary muscle of an error of 
j refraction, or as a want of balance between the 
I external muscles of the eye. Where gross errors 
| exist either in the refraction or in the muscular 
j equilibrium the patient cannot correct, and con- 
■ sequently makes no attempt to correct the defect 
I and eye-strain is not produced. The smaller the 
] error the more likely is eye-strain to be present, 

; and also, unfortunately for the patient, the more 
j likely is it to be overlooked. 

The symptoms of eye-strain may be grouped 
under three headings: 

(1) Manifestations on the eye and lids. 

(2) Peripheral irritation. 

(3) Nerve exhaustion. 
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I. Manifestations of Eye-strain on the Eye 
and Lids. 

Eye-strain means an increased demand for work 
on the part of the ciliary or external muscles, 
which determines an increased flow of blood to 
these parts; if this is constant congestion is liable 
to follow, and with it pain. 

With the parts thus rendered specially receptive 
to infective germs there is little difficulty in under¬ 
standing that inflammation should ensue. 

The dilated conjunctival vessels which give 
strained eyes their characteristic red appearance | 
is a matter of common observation. 

The children with chronic blepharitis, who years 1 
ago swelled our hospital clienteles and returned 
month after month and year after year without 1 
apparent improvement^ in spite of active local I 
treatment, have practically disappeared, as chronic I 
cases, since the routine treatment has been adopted | 
of at once putting them under atropine and cor- ; 
recting the error of refraction which is invariably 
present. No doubt germs and want of cleanliness j 
contribute in the main to the disease, but local 
antiseptic treatment proves a really efficient remedy 
only when the eye-strain is removed (see ‘Oph- ^ 
thalmic Review/ 1894, p. 345). 

Iritis and cyclitis .—The intimate connection of j 
the ciliary muscle with the iris would lead one to 
expect that strain of the former would have a per¬ 
ceptible effect on the causation or aggravation of 
iritis, and such is found to be the case. In recur¬ 
rent iritis the deposit of exudate and the forma¬ 
tion of fresh synechiae leave the eye worse off after 
each attack. Iridectomy, although much vaunted 
as the proper treatment, is not always successful, t 
Removal of the eye-strain by correcting any existing 
errors is much better treatment, because the ten¬ 
dency to recurrence is diminished and often 
abolished, and in case of failure there is always the 
iridectomy to fall back upon. | 

Glaucoma .—As long ago as 1881, Walker 
(‘Trans. Internat. Med. Congress’), and later, in 
1888, Shoer(‘ Trans. Ophth. Congress ’), suggested 
that hyperopia might start an attack of glaucoma 
through the strain on the accommodation. 

According to Priestley Smith’s tables the liability 
to glaucoma begins to rise rapidly after thirty, and 
reaches its maximum about forty, and these are 


! the ages when the uncorrected hyperope is most 
! likely to suffer from eye-strain. 

Eye-strain may bring on an attack of glaucoma 
| in an eye that is, so to speak, ready for it, that is, 
in a small eye with a hypertrophied ciliary muscle. 

The congestion caused by the eye-strain leads to 
hyper secretion, perhaps to a mild form of cyclitis, 
obstruction at the filtration angle takes place, 

I tension goes up, and a vicious circle is established. 

[ If the eye-strain be removed by correcting the 
error the attack may be indefinitely postponed. 

Cataract. —Twelve years ago I pointed out the 
association of cataract with astigmatism (‘Trans. 
W. K. Med. Soc.,’ 1896-7). Examining 200 cata¬ 
ract eyes, all under homatropine, and accepting 
only those lenses as showing cataract that had 
distinct opaque striae in their substance, or with 
opaque nuclei, and excluding all forms of con¬ 
genital cataract, only reckoning as an error of 
refraction any astigmatism over *25 and any hyper¬ 
opia over 1,1 found that 150, or 75 per cent., had 
astigmatism, 49 had hyperopia or presbyopia, and 
1 simple myopia. In other words, eye-strain must 
have been present in 98 per cent, of these cases. 

If one accepts the theory that in low forms of 
astigmatism there is a dynamic astigmatism of the 
lens correcting the astigmatism of the cornea, it is 
easy to see how the constant irregular corrective 
astigmatism of the lens must interfere with its 
nutrition and lead to the senile changes we call 
cataract. 

In these statistics I did not include the *25 astig¬ 
matism, not because I doubted the effect of it in 
the causation of the changes, but because it is a 
very prevalent error, and moreover is a very difficult 
error to estimate correctly in a slightly opaque lens. 

,Apart from any theory as to how eye-strain, 
especially astigmatism, may cause cataract, the 
clinical fact remains that by giving the patient 
glasses to correct the defect the lens changes 
remain in statu quo ante for many years, and if the 
patient is seen and this treatment adopted in the 
early stage of the disease when vision is very little 
less than normal, glasses will prove of enormous 
value to the patient. 

II. Peripheral Irritation. 

(a) With pain. 

(b) Without pain. 



The Clinical Journal.] 


DR. ERNEST CLARKE 


[ March 2, 1910. 323 


Peripheral Irritation with Pain . 

In the same manner that a decayed molar may 
produce neuralgia by peripheral irritation, so eye- 
strain may produce headaches or any other form 
of peripheral irritation. Headache is by far the 
commonest symptom of eye-strain. So common is 
it, indeed, that no physician should attempt to treat 
a patient for constantly recurring headaches unless 
the existence of eye-strain has been eliminated by 
proper correction under a cyclopegic. 

The position and character of the headache form 
no guide to the cause, for ocular headache may be 
of any possible variety. It may simply amount to 
a slight aching over the eyes or at the back of the 
orbit. It may be a frontal headache. Sometimes 
it originates and remains limited as a vertical or 
occipital pain, or it may originate in the brow and 
pass to the vertex and occiput and pass down the 
spine. It may be unilateral, as a typical hemi- 
crania, and may be indistinguishable from a true 
megrim attack. 

There is no rule as to its position ; this varies 
with the individual. In some it is superficial, akin 
to neuralgia; in others, deep seated. 

It may be a dull, heavy ache, difficult to localise 
accurately, or it may be a sharp, shooting, lancinat¬ 
ing pain, that seems to originate in a tender spot 
on the scalp or forehead. Some describe the pain 
as an opening and shutting of the skull, others as 
if a nail were being driven into the vertex. 

But the commonest form of eye-strain headache 
is a pain over one or both brows, often termed 
“ brow ague.” Again, the time of the headache 
varies ; it may be a permanent headache or periodic, 
and it may appear to have no direct association 
with excessive use of the eyes. 

Early morning headache is a very common form 
of ocular headache, and this astonishes most 
patients, as they imagine that the night’s rest 
should have removed the possibility of this. 

To explain the periodicity of the headaches we 
have to remember that the cause of the headache 
may be multiple. There may be two, or even 
three, factors present. A patient who suffers from 
a periodical headache may have eye-strain, a gouty 
or other diathetic tendency, and at times, added 
to these, some special nerve depressant, such as 
worry or trouble. 

Now, each of these factors, or possibly any two, 


may not suffice to cause a headache ; all three 
must be present, and only at such times as all 
three causes are present is the headache there. If 
the eye-strain be removed by correcting the error, 
the other causes, save under exceptional conditions, 
will never succeed in producing the pain. 

It is important to remember that with this 
headache there is often associated nausea, and 
even vomiting. The so-called bilious headache 
of the old school is generally an ocular headache. 

The intimate relation of the nerve supply of the 
ocular muscles with the fifth, and the association 
of the latter with the sympathetic and pneumo- 
gastric, explain the method of origin of the 
symptoms. 

The ciliary muscle and the external eye muscles, 
when strained, demand an increased supply of 
blood, which in time leads to congestion. This in 
its turn will not be limited to the strained part, 
but will spread to other parts of the eye, causing 
the watery red eye already alluded to. The pain 
of “fatigue” is probably due to this congestion, 
and accounts for the tender eyeballs so common 
in megrim. 

Liveing says that the nerve-storms in megrim 
have their point of departure or principal focus in 
the optic thalami, and that the normal course is 
from above downwards to the nuclei of the vagi, 
and from before backwards in the sensory tract, 
thus explaining the peculiar visual phenomena, 
such as teichopsia and other symptoms of oph¬ 
thalmic megrim. 

Of course there are cases of true megrim, when 
the “ point of departure ” is from above downwards, 
but I believe a very large percentage of cases 
labelled “ megrim ” are purely ocular in origin, and 
if the error of refraction or the want of muscular 
equilibrium is corrected the megrim diappears. 

The connection of the fifth nerve with the sympa¬ 
thetic enables us to understand how the peripheral 
irritation of eye-strain can pass to the dura mater, 
pia mater, and sensory layer of the brain cortex. 

Gowers says : “If the sensory cells of the cortex, 
in which the cranial and intra-cranial sensitive 
structures are represented, are the most readily 
influenced of all the sensory cells, we can under¬ 
stand that headache should result from vascular 
repletion.”* Everyone knows from experience 
that a headache increases sometimes to an alarming 


* 4 Nervous System/ vol. ii, p. 795. 
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severity when the head is lowered, i. e. when more Vertigo as a symptom of peripheral irritation 


blood flows to the head. 

As we have already seen, although in eye-strain 
the peripheral irritation, if it takes the above form, 
is always or almost always present, it may not 
manifest itself as a headache unless there is a 
general increase of blood-pressure. If the blood- 
pressure be lowered by general treatment the head¬ 
ache will disappear. But this does not mean that 
the headache was not ocular in origin. It simply 
means that one of the factors causing the pain has 
been removed, and the other, or others, are not 
sufficient to cause it. 

It is therefore a good rule never to attempt to 
treat a headache as a megrim without previously 
eliminating eye-strain. 

Peripheral Irritation of Eye-strain Unaccompanied 
by Pain. 

The chief types of this form of eye-strain are 
epileptic attacks and choreiform movements of the 
facial muscles. 

It is important to remember that it is not the 
error of refraction that causes the peripheral irrita¬ 
tion, but the unconscious correction of the error 
by the patient. When the defect is great no 
attempt is made to correct it, as the ciliary muscle 
can only correct low degrees of astigmatism ; hence 
there is no eye-strain. 

It is only a cyclopegic that will reveal this 
unconscious correction; hence no eyes can be 
reported as normal unless carefully examined under 
atropine or homatropine. 

The removal of eye-strain does not, in the strict 
sense of the word, cure epilepsy any more than it 
cures a headache, but by removing the eye-strain 
we remove one of the causes, and frequently the 
only cause, that determines an attack. An epileptic 
attack and some forms of headache only differ in 
degree ; they are “ nerve-storms.” 

The foregoing remarks apply equally to those 
so-called choreiform movements, tics, and habit- 
spasms which are so distressing to children and 
young adults, which take the form of spasmodic 
involuntary twitching of the facial muscles. 

In all such cases it is most important to eliminate 
eye-strain. Such cases are purely functional, and 
it is not too much to say that a pair of suitable 
glasses will immediately alleviate, and not infre¬ 
quently cause a complete cessation of, the symptoms. 


j may exist, but its commonest manifestation is in 
j connection with diplopia. 

| Nausea and vomiting have already been men- 
! tioned in connection with ocular headache; they 
I may exist without headache and apart from di¬ 
plopia and vertigo, and may be due to eye-strain. 
Their presence is explained by the intimate associa¬ 
tion of the fifth with the vagus, 
j As an instance of the variety of form which 
peripheral irritation, through eye-strain, may as¬ 
sume, hyperidrosis must be mentioned. 

III. Nerve-waste; Nerve-exhaustion; 

Neurasthenia. 

Brain fag .—This is a manifestation of eye-strain 
that is as common as it is subtle. Subtle it must 
be, as every possible cause has been cited as the 
origin of the various groups of symptoms which 
are exhibited, except the eyes. It has not been 
sufficiently recognised that in a large majority of 
those cases called neurasthenia the real trouble is 
a constant 4£ nerve-leakage ” or nerve-waste, and in 
a large number of cases eye-strain is the cause. 

This nerve-waste may exist in a person of robust 
nervous temperament without much, if any, harm, 
but in one whose nervous conditions are unstable 
it must, in time, show itself. 

A person with a low degree of astigmatism, or 
with anisometropia, or want of balance of the 
ocular muscles, during all his waking hours is 
sending down impulses to the eye to correct the 
defect, and when he starts on near work he starts 
with a big deficit, and further strain results. This 
must mean great nerve-waste. 

Writers on neurasthenia agree that the ages when 
the disease is most liable to show itself are between 
twenty and forty-nine , and these are exactly the ages 
when this form of eye-strain is most manifest 

Again, those most affected are almost invariably 
people who are engaged in constant near work, 
such as engine-fitters, Post-office and bank clerks, 
teachers, and journalists. 

Gould, of Philadelphia, shows in a manner that 
seems beyond criticism, in his most fascinating 
4 Biographic Clinics,’ that there is every probability 
that some of our greatest thinkers, such as Carlyle, 
Darwin, and Huxley, were suffering from eye-strain, 
and that the so-called 44 brain-fag,” nervous break¬ 
downs, and other forms of ill-health from which 
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they suffered were due to errors of refraction or 
want of balance of the ocular muscles. 

Insomnia is a very prominent symptom of eye- 
strain, and so a vicious circle is started, eye-strain 
producing, among other troubles, insomnia, and 
insomnia in its turn aggravating the patient's con¬ 
dition because the all-important restorative is 
wanting. The extremely depressing effect of in¬ 
somnia is a matter of common knowledge, and the 
depression caused by it has led hundreds to suicide. 

The physician who is called upon to treat a 
so-called 44 functional nerve disorder," and fails to 
eliminate the element of eye-strain, fails in his duty 
both to himself and to his patient, for there is no 
functional trouble that may not be due to eye-strain. 

This nerve-waste causes many a life to end 
prematurely, but it may also lead to voluntary 
death— e . suicide. There are two main reasons 
for a man to commit suicide—first, to avoid 
exposure, and secondly, because his desire of life 
is over. 

The poorest of the poor, with hardly a rag to his 
back and not knowing where his next meal is to 
come from, has the desire for life, while the rich 
man that passes him in his carriage may blow out 
his brains that night because he has wasted his 
life-energy and wishes to end everything. 

I have dilated on the deleterious results of nerve- 
waste through eye-strain, because I feel it is such 
an important subject, and so little attention is 
devoted to it in the general text-books and even 
in monographs on neurasthenia. 

There is a very important matter in connection 
with the depression attending nerve-waste which 
deserves serious attention. A great deal may be 
done for those patients who are liable to acquire, 
or who have acquired, the drug habit. The alco¬ 
holic habit begins with the apparently harmless 
dose of whisky or brandy, taken to relieve the 
depression by stimulation. The appetite grows by 
what it feeds upon, the necessity for being stimu¬ 
lated occurs more and more frequently, and finally 
the alcoholic habit is established. 

If the necessity for being so stimulated be 
removed—in other words, if the vital energy is 
stored up instead of being wasted—the nips of 
alcohol become unnecessary, and the pernicious 
habit is killed. 

And as with stimulants, so with sedatives, such 
as morphia, opium, and the like, which are taken j 


to soothe the irritability so often present in those 
suffering from functional nervous disorders. 

If the nerve-waste be arrested the irritability is 
lessened or removed, and the drug habit is more 
easily overcome. 

| Once we allow that this nerve-waste may exist, 

! we recognise that there seems to be no limit to the 
various ailments which may, perhaps gradually, 
and often imperceptibly, follow. Dyspepsia and 
constipation have both been put down to eye-strain, 

! and I think not unreasonably.* The dyspepsia 
, may be, as we have seen, a direct reflex irritation 
j from the strained eyes through the pneumogastric, 

I and it may also be the result of nerve-waste; for 
; if this nerve-waste causes depression, and the due 
j amount of nerve energy for digestion is not avail- 
able, then the various digestive processes are inter- 
! fered with, not only in the stomach but throughout 
the digestive tract. 

It has been suggested that eye-strain is present 
. in patients suspected of being in the so-called 
pre-tuberculous stage, and that by removing the 
j eye-strain the advent of tubercle may be prevented. 

This is quite consistent with the above theories 
j and with the experience of many. 

The patient suffering from nerve-waste has a 
i low resisting power to all disease germs, and is in 
| what one might call a pre-germ stage, so that he 
: is more liable to any infection than the normal 
| person. 

j There can, therefore, be little doubt that preven- 
i tion of eye-strain will take a very prominent place 
j in the preventive medicine of the future. 

The chief reason why the eyes are so seldom 
■ suspected of being the cause of neurasthenia, 

| brain-fag, and the different varieties of functional 
I nervous troubles, is that the majority of patients 
have either good sight, or they are already wearing 
glasses which only partially correct their refractive 
1 errors. 

February 2 Sth, 1910. 


An interesting and important review of the opera- 



in surgery appears in 4 La Semaine Medicale 9 for 
February 16th. The teaching of Mr. Arbuthnot 
Lane dominates the article, as might be expected. 


* “Aberrant Dyspepsias,” by Leonard Williams, ‘The 
Hospital,’ December 12th, 1908. 
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A CLINICAL LECTURE 

ON 

DYSPHAGIA. 

Delivered at St. Bartholomew’s Hospital. 

By L. BATHE RAWLING, F.R.C.S., 

Assistant Surgeon to the Hospital. 

Gentlemen,— I have not had much time to prepare 
a clinical lecture on this subject, but I have worked 
out some of the conditions which lead to dysphagia. 
With a view to condensation I am excluding all 
causes of dysphagia which result from mouth, 
faucial and pharyngeal diseases. After disposing 
of those you will find that the conditions leading 
to dysphagia can be classified roughly into the five 
groups which I have drawn up for you : 

(1) Dysphagia arising from foreign bodies in the 
oesophagus. 

(2) Arising from disease originating in the walls 
of the oesophagus. 

(3) Arising from pressure from without. 

(4) Arising from conditions of nervous origin. 

(5) Arising from conditions of congenital origin. 

I propose to eliminate the greater number of 

these because the diagnosis is often fairly obvious, 
as you can readily see on referring to the sub¬ 
divisions which come under the five main groups. 

Foreign bodies in the oesophagus you can 
eliminate at once, both by the history of the case 
and by your examination. Under heading 3— 
conditions arising from pressure from without— 
you must consider the effect of pressure on the 
oesophagus as produced by aneurysms, mediastinal 
tumours, enlarged bronchial glands, retro-oesopha¬ 
geal abscess, and malignant disease of the vertebrae. 
It is therefore necessary that, in all cases of dys¬ 
phagia, having thoroughly examined the thoracic 
region, that you should turn your attention to the 
spine—especially in young children—investigating 
that region for spinal caries, which disease, as you 
well know, not infrequently leads to the formation 
of a pre-vertebral abscess. You must also elimi¬ 
nate backward displacement of the clavicle and 
enlargements of the thyroid gland, especially those 
of a malignant nature. Also examine the neck for 
glandular enlargements, especially lympho-sarcoma 
and lymphadenoma. 

Under heading 4 there are various nervous 


affections, such as bulbar paralysis, diphtheritic 
paralysis, hydrophobia, etc. All these can be 
readily excluded. 

To dysphagia of congenital origin—an exceed¬ 
ingly rare trouble—I shall not allude. You are 
thus left with the conditions included under the 
second heading—pharyngeal pouches, oesophageal 
ulceration, oesophagitis, oesophageal stricture, and, 
two rare conditions, oesophagismus and cardio¬ 
spasm. We can now still further narrow down the 
conditions leading to dysphagia towards the one 
that I want to allude to mainly, namely carcinoma, 
by cutting out oesophagitis and oesophageal ulcera¬ 
tion. (Esophagitis is an exceedingly rare disease. 
CEsophageal ulceration, practically an advanced 
stage of oesophagitis, may be simple or it may be 
infective. In the great majority of cases it is due 
to either syphilis or tubercle. If you will refer to 
the literature on the subject you will find that 
there are extraordinarily few cases reported of 
tuberculous or syphilitic disease of the oesophagus. 

We are now left with oesophageal stricture, 
fibrous and malignant, oesophagismus and cardio¬ 
spasm. We do not know all about the two latter 
conditions, in fact we know very little about them. 
Now and then you may see such cases in women, 
especially those who suffer from hysterical mani¬ 
festations, in whom the mere suggestion of taking 
food, much more the taking of such, leads to 
irregular muscular contractions or constrictions of 
the walls of the pharynx and oesophagus. Cardio¬ 
spasm is another very rare disease, possibly 
associated with degeneration of those fibres of 
the vagus nerve which supply the musculature of 
the oesophagus, which degeneration leads to diffi¬ 
culty in swallowing. 

The conditions which lead to dysphagia may 
be estimated by reference to the following table, 
showing the cause and nature of 249 cases of 
dysphagia admitted into the surgical wards of this 
hospital during the last ten years. In the con¬ 
sideration of this table, you must bear in mind that 
only those cases are included in which dysphagia 
was the prominent symptom. 

Foreign bodies in the oesophagus . 17 

CEsophageal pouches 3 

Fibrous stricture .... 8 

Dilatation of the oesophagus (icso- 
phagismus, cardiospasm, etc.) 7 

Malignant stricture .214 
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It will thus be seen that at least 86 per cent, 
of cases, at the lowest estimate, were malignant in 
nature. Before, however, entering on that subject, 

I should like to say a little more about those cases 
which were diagnosed as dilatation of the oeso¬ 
phagus, oesophagismus, cardio-spasm, etc. 

In i90z a girl was admitted under the care of 
Mr. Ix>ckwood, aet. 27 years. I want ^rou to note 
that most of these nervous cases are in women, 
and often quite young women. She dated her 
trouble to four years previously, when she fell and 
was unconscious for several hours. Shortly after 
wards she began to experience difficulty in swallow¬ 
ing, and was fed with a tube at one of the London 
hospitals. She passed the tube herself for feeding 
purposes for the next four years, then seeking 
further advice. On examination a constriction was 
encountered about seven inches from the teeth. 
An unsuccessful attempt to pass the cesophagoscope 
was made by the distinguished professor who in¬ 
vented the instrument. I should like you to bear 
this fact in mind in connection with some remarks 
that I shall make later on with regard to that 
instrument. Another case was that of a man, 
aet. 40 years, who had experienced dysphagia for 
four years, increasing in character. A No. 21 
bougie could, however, be passed with ease. 
Through this tube he was fed for some time and 
was then discharged, apparently cured. Another 
case was that of a female under the care of the 
late Mr. VValsham. She was thirty years of age. | 
Until one year previous to admission she had been 
in the best of health. Sickness and dysphagia then 
developed, the latter steadily progressive, until, at | 
about the time of admission, she was unable to 
swallow anything at all. A No. 24 bougie was 
passed, to be stopped 11| in. from the teeth. Over 
this a very small bougie was passed into the 
stomach, encountering on the way what felt like 
an annular stricture. Subsequently the tube was 
passed twice a day, always causing pain, and not 
always going into the stomach. Gastrostomy was J 
performed later, from which operation she ex- ' 
perienced great relief. In this case we are un¬ 
certain as to the nature of the obstruction, though 
the fact that she suffered pain when the bougie 
passed a certain region suggests the existence of 
some ulcerated oesophageal area. 

Here is another case, that of a girl, aet. 18 years. 
She stated that she had swallowed some spirits of 


salts some two years previously, but the doctor, who 
was called in at once, found no trace of buccal, 
faucial, or pharyngeal injury. The patient, how- 
| ever, suffered from dysphagia ever since. Various 
unsuccessful attempts were made to introduce tubes 
into the stomach, till one day a very small one was 
passed, paving the way for further introduction. 
Finally, a No. 20 was introduced, and the patient 
has subsequently never had any trouble. 

These cases, then, may, I think, justifiably be 
included under the heading of dysphagia of nervous 
origin, though admittedly of a doubtful nature. 

The two last varieties of stricture to which I shall 
allude are those of a fibrous or malignant nature. 
You will see in the table that only eight cases of 
| fibrous stricture were admitted during a period of 
I nine to ten years. In practically all of these cases 
I there was a clear history of attempts at suicide, the 
patient swallowing corrosives of some sort. And 
the most common corrosives used are sulphuric and 
hydrochloric acids. In most of these cases you will 
be able to obtain a history of chronicity, the dys¬ 
phagia being at first of a mild degree, but progress¬ 
ing to such an extent that the patient sought 
advice. Some of these cases were so severe that 
gastrostomy had to be performed, and one of them 
presented points of special interest. He was a man, 
aet. 31 years, being admitted under Mr. Butlin in 
the year 1901. He had suffered from dysphagia 
for ten years. Three years before admission a 
No. 17 bougie was passed without difficulty, but 
two years later the conditions were so severe that 
a tube had to be tied in. He then developed 
dyspnoea and perichondritis of the larynx, for 
which tracheotomy had to be performed. Later 
on he was again admitted for gastrostomy and 
died. The autopsy showed a fibrous stricture at 
the lower end of the oesophagus. 

We have now narrowed these cases of dysphagia 
to those of malignant origin, and I want to draw 
your attention to some points in the examination 
and treatment. In your examination you must 
always go carefully over the whole patient, examin¬ 
ing larynx, neck, thorax, abdomen, and nervous 
system. You will then proceed to carry out 
, further investigation on the calibre of the oeso¬ 
phagus. First of all watch the patient swallow. 
Here is a man under my care in Kenton Ward 
who was admitted three weeks ago for dysphagia. 
In his case the onset of dysphagia was rather 
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sudden, and I want to warn you that you will 
often obtain a-history of such a nature; you do 
not always obtain one showing progressive dys¬ 
phagia. You will watch the attempt of such a 
patient to swallow. There is generally consider¬ 
able difficulty in his even taking milk. Usually 
you will observe that two or three mouthfuls go 
down with gulps, but they simply fill up that part 
of the oesophagus which lies above the level of the 
stricture. This is followed by discomfort, retching, 
and regurgitation. Here I have some minced food 
which the patient will do his best to swallow, but 
which he is quite unable to do. You will note 
that he makes a genuine attempt; some patients 
do not try to swallow, but as soon as the water or 
food is in the mouth it is spat out again. Symptoms 
of that nature strongly suggest that the dysphagia 
is of nervous origin and not the result of an organic , 
stricture. j 

Next we come to digital examination, a method I 
that, to all intents and purposes, is of but little 
practical value. You will find that carcinoma at 
the upper end of the oesophagus—on a level with 
the cricoid cartilage—is comparatively rare, not 
more than one tenth of all cases occurring in that 
situation. It is obvious, therefore, that digital 
examination, passing the forefinger down the throat, 
seldom reveals the cause of the obstruction. 

The most suitable method that we have at our 
disposal for examination of the calibre of the 
oesophagus is examination by tubes and bougies. 
And on that point I want to give you a few words 
of warning. If you had spent some years of your 
life, as I have, in teaching anatomy, you would 
appreciate fully the dangers and disadvantages 
arising from the passage of tubes down an oeso¬ 
phagus which is the subject of malignant disease. 
And if you had that knowledge, and knew further 
the ultimate fate of these cases of oesophageal carci- ! 
noma, you would hesitate very much before you 
carried out, either frequently or forcibly, the passage 
of bougies down the oesophagus. You will find that 
the great majority of cases of carcinoma of the 
oesophagus die from perforation into one of the 
structures in the posterior mediastinum which are 
in relation to the tube—the trachea above the 
bifurcation, the left bronchus, the pericardium, 
the descending thoracic aorta, the pleura, and the 
lung. That is the usual end of a case of oesophageal 
carcinoma, and insomuch as it is quite impossible 


for you to know how near the growth is to one or 
other of these parts, it is obvious that you must 
hesitate considerably before you carry out much in 
the way of examination with tubes and bougies. 

The ordinary oesophageal tube is of soft rubber; 
the bougies are of much firmer consistency. Con- 
j sequently, let me advise you to try the tube only. 
In the passage of the tube you must have the 
patient in fhe right position, you must have the 
tube warm and well lubricated with glycerine, and 
1 you must encourage your patient, because the 
j process is not a pleasant one, although some 
patients suffering from such stomach troubles as 
require frequent lavage of that viscus seem to 
experience but little discomfort in passing the 
tubes themselves. I should advise you to experi¬ 
ment on yourselves or on your friends. The tube 
is usually passed when the patient is sitting upright 
in a chair, the head well thrown back, and the 
operator standing on the right-hand side. You should 
pass the forefinger of the left hand to the back of 
the tongue, and, introducing the tube with the 
right hand, guide the apex of the tube with the 
left forefinger towards the upper opening of the 
oesophagus. In a certain proportion of cases you 
may find that the tube meets with an apparent 
obstruction at the level of the cricoid—about 7-8 
in. from the teeth—this being especially the case 
when you have to deal with nervous individuals. 
This apparent obstruction results from contraction 
of the lower pharyngeal and upper oesophageal 
j muscular fibres. Do not withdraw the tube, but 
encourage your patient to try and swallow 7 , keeping 
up all the time firm pressure. You will then find 
that the tube suddenly passes onwards to meet 
j with the true obstruction, which is generally 
situated about 13-15 in. from the teeth. The 
distance from the teeth to the cardiac opening of 
the stomach is, on an average,. 17 in. A distance 
from the teeth of 13-15 in. will carry \ou to and 
beyond the level of the region of the root of the 
lung. In your text-books you will find that carci¬ 
noma of the oesophagus is said to occur in three 
main situations : the level of the cricoid, the level 
of the left bronchus, and the cardiac orifice of the 
stomach. If you examine the cases in the post¬ 
mortem room you will find that we cannot be so 
definite about these situations, and that, in the 
great majority of cases, the growth involves the 
low r er half of the oesophagus—from the level of 
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the root of the lung downwards. In fact, from my 
own experience I should say that carcinoma in the 
upper part of the tube is comparatively rare. At 
any rate, from an investigation of 214 cases it was 
found that 24 were in the cervical region and 163 
in the thoracic region.* Further statistics prove 
that carcinoma occurs in the cervical region in not 
more than 10 per cent, of cases. Much information 
on this subject has been obtained from certain 
parts of Russia, where oesophageal malignant disease 
appears to be exceedingly frequent—20-30 per 
cent, of all forms of carcinoma, whereas in this 
country the proportion is probably less than 5 per 
cent. 

After having examined your patient with tubes, 
you come to oesophagoscopy. The first case so 
investigated in this country was examined by a 
distinguished foreign surgeon, the inventor of the 
instrument. The case supplied was an easy one, 
but the attempt was totally unsuccessful. I hold 
strong opinions on the value of oesophagoscopy, 
and in this I am influenced by my knowledge of 
the anatomy of the region involved, and by the 
pathology of the condition in general. It is I 
obvious that the oesophagoscope may provide 
some valuable information as to the nature of the 
stricture, its site and general appearance. And I 
might also urge that you should be looking down 
the tube during its passage down the oesophagus, 
and you might therefore think that you are running 
no risk; all experience, however, tends to prove 
that the passage of the instrument is attended with 
distinct risk. It is also not an easy instrument to 
pass, especially if the patient has prominent front 
teeth. Not only also does the passage of the 
instrument carry with it distinct dangers and dis¬ 
advantages, but the greater number of patients will 
not tolerate it. In Vienna I saw the oesophagos¬ 
cope passed on several occasions by those most 
skilled in the use thereof. The results were most 
unsatisfactory. I am therefore exceedingly doubtful 
whether the advantages which accrue from a 
successful examination are worth the difficulties, 
the troubles, and the dangers which are associated 
with it. 

You may derive some help from auscultation — 
a method of doubtful benefit. Get the patient to 

* In twenty-seven cases the growth originated in the 
abdominal portion of the oesophagus or at the cardiac 
orifice of the stomach. 


swallow some water, and, as he swallows it, listen 
in front over the stomach region. In normal in¬ 
dividuals the water is heard to enter the stomach at 
once with a loud “ swish.” In cases of oesophageal 
stricture there is either no entry at all or it is 
greatly delayed. The value of this test is rather 
problematical, but you should carry it out in your 
endeavour to complete your diagnosis. 

The last point in regard to the examination of 
the patient is investigation with the aid of X rays. 
Here we have an aid to diagnosis of very great 
value. The patient is put before the screen and is 
given to swallow a starchy mixture with which 
j bismuth has been mixed. If the patient has a 
stricture this bismuth-containing mixture will 
become obstructed and impeded in its passage 
down the oesophagus immediately above the 
upper level of the stricture. This you will see 
through the screen. In the case of a patient 
suffering from a stricture—say 13 in. from the 
teeth—a useful mode of demonstration consists in 
giving the patient a bismuth cachet to swallow, 
aided by a drink of water. You can watch the 
cachet passing downwards, and, after oscillating a 
little up and down the tube, finally coming to rest 
immediately above the stricture. You can then 

• give the man another cachet, and you can see 
No. 2 stopping on the top of No. 1. Keeping 

; your patient still under observation, you will then 
see the solution slowly passing onwards as the 
I cachet dissolves. 

Having now arrived at the diagnosis that the 
I patient is suffering from oesophageal carcinoma, I 
wish to point out how you should treat such a case. 
You can attempt to dilate the stricture by means 
of tubes or bougies, or you can remain content 

• with the frequent passage of the bougie in order 
that the patient may be fed. Both of these 

• methods are absolutely contrary to surgical prin- 
j ciples, and will sooner or later be met with 

disaster, for, as the growth increases in size and 
invades further the surrounding tissues, so does 
the danger attendant on the passage of instruments 
increase. 

You can also well appreciate the miserable 
condition of the patient who requires to be fed 
with the tube every two or three hours of the day. 
Such patients are so miserable that they are only 
too glad when their last day arrives. 

Two forms of treatment remain—treatment by 
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Symonds' tubes and gastrostomy. Symonds' tubes 
are made of gum-elastic, the distal end slender 
and swelling out above into a wider shoulder and I 
head. Two silk threads are attached to the head. 
With the aid of an introducer the tube is passed 
down the oesophagus, the slender distal portion 
passing through the stricture, the shoulder resting 
on the site of constriction. They are passed in ; 
the following manner : the patient sits upright in 
a chair, and the fauces and pharynx are cocainised 
with a 2 per cent, solution of cocaine. Previous 
to the introduction you need the following data : ! 
you want to know how far the stricture is situated 
from the teeth and what size-tube will be admitted 
by the stricture. The distance of the stricture can 
be estimated by passing a full-sized oesophageal 
tube, measuring the distance of the stricture from 
the teeth, and the calibre of the stricture can be 
estimated by the size of the tube which will pass 
through the stricture into the stomach. Supposing 
now that you have a stricture that is thirteen 
inches from the teeth and which admits a No. 15 
cesophageal tube, you choose a Symonds' tube of 
like size and tie a knot on the silk thread thirteen 
inches from the shoulder of the tube. The intro- I 
ducer is then applied to the tube, the silk threads 
lying parallel to the introducer. The tube is then I 
passed in the same manner as you would pass an 
oesophageal tube until the knots on the silk threads 
lie flush with the teeth. The introducer is then 
withdrawn and the Symonds' tube should lie in j 
the required position, the slender end through the I 
stricture, the shoulder resting on the growth. The 
silk threads pass out of the mouth and are fastened 
to the cheek with strapping. In suitable cases the 
tube can be allowed to remain in situ for a period 
of one month or more, and, in the more successful 
cases, a tube of even larger calibre can then be 
introduced. | 

These tubes are, however, seldom tolerated, and 
they are not suitable to those cases in which the 
growth is situated in the upper part of the 
oesophagus; they cause too much laryngeal irrita¬ 
tion. Certain other disadvantages are also present 
—the silk threads may be gnawed through, and 
the tube may pass onwards into the stomach. You 
must also bear in mind that the stricture must be 
permeable to the slender end of the tube. If the 
tube passes onwards into the stomach it may there 
be absorbed or gastrostomy may be required for 


the removal thereof. Treatment by Symonds' 
tubes has therefore certain marked limitations. 

We are now brought down to operative measures 
—cervical cesophagostomy, cervical cesophagec- 
tomy, thoracic oesophagectomy, and gastrostomy. 

In cervical cesophagostomy the oesophagus is 
opened up in the neck below the level of the 
stricture, the patient being fed through the cervical 
mouth. You should bear in mind, however, not 
only that high cervical carcinoma is exceedingly 
rare, but also that there is not much operative 
room between the growth and the base of the neck. 
This operation has been carried out in a certain 
number of cases, and the mortality is exceedingly 
high. There are also severe after-troubles— 
especially cellulitis of the neck, discharge of saliva 
at the cervical mouth, and early local recurrence. 
The difficulties and dangers of the operation have 
justifiably brought it into disrepute. With regard 
to cervical oesophagectomy, we have, I think, 
record of only fourteen or fifteen cases in which 
this procedure has been carried out, and at least 
five of these cases died as the direct result of the 
operation, rapid recurrence occurring in six others. 
No case survived more than thirteen months. 
The first case was carried out by Czerny. Even if 
successful, as regards the immediate result, the 
patient's life is a miserable one, and death would 
be preferable. 

There is another operation to which attention 
has recently been paid, namely thoracic oesopha¬ 
gectomy. Up to the year 1905 three such resec¬ 
tions had been carried out, all terminating fatally. 
Since that date other cases have been done, but 
all with the same result. Some of them were 
operated on in Sauerbruch's chamber—a pneu¬ 
matic chamber, containing sufficient room for five 
persons. The patient's head is outside the 
chamber, the body within. The compartment is 
so built that air can be exhausted and a negative 
air-pressure produced, varying from 3 to 8 mm. of 
mercury. This is done with the object of pre¬ 
venting collapse of the lung in case—as is very 
probable—the pleura should be injured during 
the course of the operation. Even with these pre¬ 
cautions, however, the three resections carried out 
at Breslau terminated fatally. 

I do not think that this operation can have 
any future before it, and, if you will investigate 
the anatomy of the regions involved, you will see 
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that the character of the growth and its tendency 
to invade surrounding structures demonstrates 
clearly that no operation in that region can satis¬ 
factorily remove the trouble except in those most 
exceptional cases in which the disease is in its 
infancy. Personally, I cannot see how we can 
improve such operations or diminish their mortality. 

Let me now tell you something about gastrostomy. 
If you examine the seventy-four cases of oesophageal 
cancer which have been admitted into this hospital 
during the last few years, and which have been 
treated by the performance of gastrostomy, you 
will find that only thirty-two recovered and were 
discharged from the hospital, the mortality being 
57 per cent. And, from that, you would at once 
say that surely it is not an operation to be advocated. 
But I am going to advocate it, and I want first to 
tell you why the mortality is so high. The reason 
is that we usually do the operation far too late. 
Gastrostomy, cariied out when the patient is very 
ill, is undoubtedly one which presents a high 
mortality. But gastrostomy, when carried out 
when the patient is reasonably strong and well, is 
an operation which yields excellent results. I 
have had three cases recently under my care, one 
of which you may have seen elsewhere, one 
which was not a success. The other two, how¬ 
ever, were complete successes, so much so that 
both patients stated that they felt infinitely better 
after the operation, much stronger also, so much 
so that both returned to work. The fatal case 
was that of a man, emaciated, and generally in 
a bad condition for operation. Something, how¬ 
ever, had to be done to save him from dying of 
starvation. 

If, therefore, you carry out gastrostomy, you 
must do so long before the patient has got into 
the terminal stages of the disease. And not only 
must you operate early but you must also carryout 
an efficient mode of gastrostomy. The stomach 
when sutured to the surface must be so sewn that 
no leakage occurs, and you can only do this by 
adopting one of the three following methods : 

(1) Frank's operation, in which a cone of 
stomach is drawn out through the abdominal 
wound, passed beneath the skin, and finally sewn 
to the surface through a small counter-incision 
over the costal margin. 

(2) Senn's operation, in which a cone of the 
anterior wall of the stomach is folded inwards by 
a series of purse-string sutures, around a central 
tube which passes into the cavity of the stomach. 

(3) Cheyne's method, in which the cone of 
stomach is carried outwards between the fibres of 
the rectus muscle, thus allowing of the formation 
of a muscular sphincter. You will find this 
operation fully described in Cheyne and Burghard’s 
treatment. This is the operation that I always 
carry out, and I think that it is the best. At all 


events the results which I have obtained lead me 
to that opinion. The other two operations you 
can find fully described in your text-books. All 
of these operations supply an efficient valvular 
opening, so that you can feed your patient without 
regurgitation of stomach-contents. 

Never operate, if you can help it, soon after the 
patient has come under your care. Wait a few 
days and feed your patient up, if necessary by 
means of the rectum. 

I am convinced that if you do not carry out 
gastrostomy early, and if you could follow up your 
patients to the terminal stages, you would feel very 
sorry that you had not advised operation. Further¬ 
more, if you use oesophageal tubes for the purpose 
of frequent feeding, or it you use Symonds 1 tubes, 
you will find that the last few weeks of the patient's 
life are very miserable ones. The contrast between 
the two modes of procedure is most marked. 

In carrying out gastrostomy, opinions differ as to 
whether it is advisable to open the stomach at the 
time of operation or not. Personally, I am 
accustomed to sew the stomach to the surface, 
after Cheyne’s method, opening the viscus on the 
fourth day. Now and again, however, you may 
meet with cases in which the operation is followed 
by much vomiting, and, insomuch as there is 
present a stricture of the oesophagus, the upward 
ejection of the contents of the stomach is much 
impeded, and much strain is thrown on your 
stitches. In such cases you must open the stomach 
at the earliest possible moment, for which purpose 
no anaesthetic is required. 1 have, however, never 
had to carry out such a procedure in cases that 
have come under my own care. 

Treat your cases ol gastrostomy just as you would 
treat those of colostomy—sew up the viscus to the 
surface and open on the fourth day. During the 
three days intervening between the time of opera¬ 
tion and that of opening the stomach the patient 
must be kept going with rectal feeding, and if you 
like you can give small quantities of water, whey, 
or broth by the mouth. 

After the stomach has been opened the patient 
should be fed every two or three hours with half a 
pint of peptonised milk, soup, broth, beaten-up 
eggs, etc. In this, however, you must be guided 
by the capacity of the stomach. In a week or two 
the patient readily learns how to feed himselt. 

Finally, after the operation has been carried out 
always encourage your patient to take by the mouth 
as much as he can. Not only do you keep the 
mouth in a sanitary condition, but, in the great 
majority of cases, you will find that the patient 
swallows very much better after the operation than 
before. 

As regards the duration of life after gastrostomy, 
you will have obtained a good result if your patient 
is living one year after the operation. 

February 28 th, 1910 . 
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{Concluded from page 320.) 

(2) The Treatment of the Totally Disabled 
Invalid. 

If the patient is completely disabled nothing j 
more can be done than to increase his general ; 
comfort, so that no restrictions whatever need be 
laid on what he does; thus, whatever his tempera¬ 
ture, his strength or weakness, he should be 
permitted to get up or remain in bed, sit or lie ' 
down, indoors or out, take a walk or keep at rest j 
exactly as his fancy may dictate. Such a course j 
may render the patient more liable to blood I 
spitting, but the risk is not sufficient to counter- ! 
balance the greater degree of comfort arising from ! 
this freedom of action. There can be no objec¬ 
tion, other than money, to his partaking of any 
form of food or stimulant he fancies and can 
procure; it is no more likely to disagree with him 
on account of his tuberculosis than if this were not 1 
present. Whether he has throat complications or j 
no he may talk or smoke as he pleases, since he 
may be trusted to abandon any custom which is 
followed by pain or discomfort in a measure out 
of proportion to the pleasure derived from its 
practice. 

He must, of course, use some form of spitting ! 
flask, and try to remember not to place a soiled 
handkerchief under his pillow. Nevertheless the 
relatives must thoroughly understand that a patient 
whose life is ending from consumption is weary 
both in body and mind, and will often act contrary 
to his own intentions. They must, therefore, show 
an infinity of watchfulness and tact to at once 
repair any errors, since to overlook sources of 
infection would be to their own hurt, and at the 
same time avoid undue fussiness, which may cause 
further discomfort to one already worn out. The 
keynote, indeed, of the personal treatment of the 
totally disabled patient is that to him nothing 
matters save comfort. The relative undertaking | 


the nursing must further thoroughly appreciate the 
absolute importance of taking reasonable care of 
her own health,-especially in view of the possible 
long duration of the illness. She must secure a 
proper amount of sleep, take daily exercise in the 
open air, and above all, partake of proper meals 
with the rest of the family. She must remember 
that she has to bear the strain not only of the 
nursing but perhaps also of the after-care of the 
family. 

When the patient has the advantage of living in 
a small house with a garden, or even a yard, he 
should have his bedroom on the ground floor. 
This will enable him to get out easily, or to be 
carried out when too weak to walk. This is usually 
the most convenient situation for the sick room in 
small houses where the domestic offices are on 
the ground floor. 

The sick room should be ventilated by open 
windows as far as possible. In any case it should 
be possible to have the windows and doors open 
wide for part of the day, and these must always 
be opened wide whenever the patient is out of the 
room. Draughts may be kept off the patient by 
interposing a screen between the window and the 
bed. 

When the patient is confined to his room for a 
large part of the day it is a great advantage if there 
are two windows, since this often permits of more 
efficient ventilation without discomfort. Both the 
patient and his friends must realise that the chief 
reason for keeping the windows open is to ensure 
a thorough ventilation of the rooms and to diminish 
the risk of infection. Incidentally it will be found 
that free ventilation serves to diminish or even 
stop the distressing sweating which follows the act 
of dropping off to sleep in the acute stages of the 
disease. A large window expanse is also useful to 
admit plenty of light, which is one of the first 
essentials in cleanliness. Curtains and other 
window hangings should be avoided, because these 
act as dust traps, and obstruct the free entry of 
air and light. There should be no carpet in a 
room in which a patient is confined to bed, the 
floor being either covered with linoleum or left 
bare. It should be washed over daily with soap 
and water. These precautions are the more 
essential when the individual is actually disabled 
and spends a considerable time in his room, and 
especially so should he spit about the floor when 
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in a half-awake condition. The furniture of the 
room should be of the simplest, and preferably 
such as could be easily washed down. All dusting 
must be carried out with a damp duster, which 
should be subsequently boiled to destroy any 
germs adhering to its surface. Plenty of soap and 
water should be used everywhere, and the house 
generally kept spotlessly clean. There is no need 
to sprinkle the room with any antiseptic substance; 
ordinary cleansing with soap and water is more 
efficient, and the use of antiseptics may lead to 
a false sense of security and to the neglect of 
common cleanliness. 

It is Well to keep a fire in the sick-room, since 
it helps materially to ventilate, to dry the clothing 
after profuse sweats, and, more important still, in 
the last stages, when the patient is too weak to use 
a sputum-pot, the bits of rag with which the expec¬ 
toration should be wiped from the lips car) at once 
be burnt therein—and here we would again mention 
the importance of the patient being clean shaved. 

So long as possible no other person should sleep 
in the sick-room. If in the latter stages of the 
illness the patient cannot be left alone, or because 
no other arrangement is possible, this should 
become necessary, a separate bed must be abso¬ 
lutely insisted on. If there is no bell adjacent to 
the bed, a handbell should be provided for use 
when the patient is left alone. Food should never 
be left in the sick-room, and any remaining on the 
plate after a meal should be burnt, and the plate, 
knife, forks, etc., washed in boiling water and 
washing soda. It would be wiser to keep separate 
articles for the patients use. Every endeavour must 
be made to keep away flies. These may settle on 
sputum and then on food. A great help in this 
direction is to see that no food or crumbs are left 
exposed between meals. 

The essential features of the domestic hygiene are , 
therefore , simple common-sense and cleanliness . No 
elaborate or expensive methods of any kind are at 
all necessary , and every detail can be seen to by any 
persons of ordinary intelligence once they have learnt 
to help themselves and realise that the care of a sick 
room is only an extension of the care of an ordinary 
dwelling-room . 

(3) The Intermediate Type of Case. 

Between the individuals whose tuberculosis is 
arrested and who are able to do a full day’s work 


and those whose disease is so far advanced that 
restoration of any full working capacity is out of 
the question, comes an indefinite number who 
some weeks can do something to earn their living 
but are at intervals bedridden for longer or 
shorter periods. Even the most advanced cases 
show remarkable variations, being practically at 
death’s door one week and up and about another ; 
indeed, it is a common experience that a patient 
may remain at the very verge of death for a year 
or more. 

Owing to this variation it is impossible to give 
any general directions for the home life of patients 
of this type. The general principle is that at one 
time such a person could follow the directions 
given to an arrested, at another those for totally 
disabled cases. 

Tuberculosis in Women. 

A somewhat different series of questions arise in 
connection with the treatment of consumption in 
patients of the female sex. It is indeed essential 
to impress the necessity for all the details of home 
life on the husbands of all married patients, that 
they shall, not grumble at the changes involved 
and so render all advice of no avail. 

If the ordinary routine of the life of a married 
woman of the working classes be considered, it is a 
source of wonder if they can get rest at all. They 
must get up early and light the fire and prepare 
the husband’s breakfast, dress the children, give 
them their breakfasts, and get them off to school. 
Then attend to cleaning up the house, and perhaps 
do some marketing until the children are home 
again at mid-day. These have to be given dinner 
and sent off again. Then there are the prepara¬ 
tions for the husband’s evening meal, after which 
the children must be washed and put to bed. In 
the middle of all there is usually the care of an 
infant, and perhaps one or two children too small 
to send to school. And, as an extra load, the 
clothes of all the family have to be washed and 
kept mended. Before such conditions one is 
forced to pause and consider whether it is within 
practical politics to give any advice at all. Perhaps 
in many cases it is useless, yet the family should 
make some sacrifices to reduce temporarily the 
burden of the mother, on whom they are really 
dependent for their comfort. The most useful 
form of aid is a help in the house if the woman can 
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manage without worrying as to whether everything 
is not being broken or going wrong. 

The general outline of home care of course 
corresponds to‘ that in the preceding paragraphs, 
and perhaps, so far as unmarried women living at 
home and not responsible for the care of the 
household, such would suffice. Married women, 
and especially those with families, need to be 
specially impressed with the need for regular rest, 
which is more easily overlooked in attending to the 
many cares of a household than in regular employ¬ 
ment. Should money permit of a servant being 
kept, the woman should avoid the strain of cook¬ 
ing and washing, and should be most particular in 
resting before the main meal of the day. Women, 
as much as men, if the disease is in an active 
stage, must abandon work and enter a sanatorium. 
If they will not do this it must be at their own 
risk, and all treatment must be regarded as aban¬ 
doned. 

The necessity for regular rest is especially urgent 
during a woman’s periods of ill-health, when the 
powers of resistance to all forms of disease'are 
greatly lowered, and any disease present becomes 
slightly more active, as is often shown by a rise of 
the body temperature at this period. Even quite 
healthy women have to exercise some degree of 
caution while they are unwell, and it is vastly more 
imperative for them to do so when invalids or 
convalescents. A woman has to remember she is 
much more about the house than a man with the 
same degree of illness, and so must be very careful 
to avoid spreading infection by her expectoration, 
which, as we have said before, is the great cause of 
the distribution of bacilli. The handkerchief 
must never be dried in front of the fire, unwashed, 
and used again. This action is so common in the 
case of a cold in the head. All that can be said of | 
the spread of infection of a common cold applies 
with redoubled force to tuberculosis. It is also 
absolutely essential that a handkerchief once used 
to wipe the lips of a consumptive should not be 
used directly after to wipe the face or eyes of a 
child. This may seem superfluous advice, yet how 
often in every out-patient department one sees it 
ignored through forgetfulness. A similar warning 
as to the use of towels and sponges is also neces¬ 
sary. Every consumptive mother must acquire the 
habit of holding a handkerchief in front of her 
mouth when she coughs, lest at any time her 


children should run a risk of infection at an age 
j when they are liable to acquire the disease. 

Finally, every married consumptive woman and 
her husband must be warned of the grave risks of 
pregnancy. The danger of a spread of the disease 
is even more acute after child-birth. A tuberculous 
j mother should not nurse her baby on account of 
I the extra strain involved and the handicap to the 
child if the feeds chance to be deficient in quality. 
Directions as to the feeding of the infant should be 
obtained from the medical man. 

The foregoing remarks on marriage apply to 
those in which there is any recent disease. In 
those whose disease is entirely arrested it may be 
| permitted, indeed, it is useless to try and prevent 
such a course. In many cases marriage means 
that the woman will live henceforth under better 
hygienic conditions, as the allowance from the 
husband for the domestic economy may be greater 
than the share obtained in a large family. And for 
a man with arrested disease the conditions are often 
better for the retention of good health because of 
the greater attention paid to his general health by 
a wife than he would receive from a landlady in 
any other sort of a living place. 

It is especially necessary to impress on women 
that regular outdoor exercise must be taken for the 
! sake of health in the arrested stages, as, indeed, in 
ordinary life. Walking is the most useful form of 
exercise, and this must not be confused with a 
i morning’s shopping ; it must be taken entirely in 
the open air as an end in itself. If any facilities 
exist the rest period should be passed reclining in 
the open. 

Among unmarried women the question of occupa¬ 
tion is sure to arise. The ideal would no doubt be 
to advise such women to seek for outdoor employ¬ 
ment, but what occupation of this nature is there 
available even in the very rarest instances ? 

The problem must be faced on the same lines as 
for the male sex and an effort made to secure a 
living wage, with this exception, that when the 
woman is not the sole bread-winner she should 
sacrifice something in wages for the sake of better 
surroundings should the alternative be possible. 

All question of employment as nurses for children 
or even of general service in a family with young 
children should be at once put out of court. A 
consumptive nurse, even though her disease were 
arrested, might perhaps temporarily as a result of 
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catarrh have a slight relapse which might pass un¬ 
noticed, but during which she might possibly be a | 
source of infection to the infants under her charge. 
Although the risk is small it is such that no father , 
or mother would allow their children to run, and 
which no one should expose them to by obtaining 
employment as a children’s nurse in the hope that 
her ailment had become altogether quiescent. 

Those patients who have been under treatment 
for consumption and have no longer any expectora¬ 
tion could quite well return to domestic service if 
that was their former occupation. Those who only 
have expectoration first thing in the morning and 
in whom this has been shown to be free from 
bacilli could also do so. Those who expectorate 
more frequently would meet with difficulties in the 
disposal of their sputum under ordinary conditions, 
as few mistresses would employ a servant who 
needed to carry a spitting-flask. If tubercle bacilli 
are in the sputum domestic service is out of the 
question, since no employer would incur even the 
slight risk involved if the individual affected took 
reasonable precautions. In addition the health of 
the other servants, if any, in the house has to be 
considered ; and it is customary in most households 
which employ two servants for these to occupy the 
same room, and often the same bed. Since it was 
laid down as a fundamental principle that the con¬ 
sumptive should have a bed, if not a room, to 
himself, this would exclude the possibility of service 
under the above-mentioned conditions as involving 
too great risk to others. 

Shop assistants could return to work under 
similar conditions as regards expectoration, but as 
this occupation is none too healthy under the best 
of conditions, and under the living-in system the 
arrangements and perhaps even the quality of the 
meals are less good than at home, they would be 
wiser if possible to seek other employment. Lack 
of rest and opportunities for outdoor exercise tell 
hard enough on healthy girls, and would be still 
more detrimental to those already the subjects of a 
serious disease, even if this be quiescent for the 
time being. Clerks and typists enjoy as a rule 
more favourable conditions during working hours, 1 
especially in respect to the ventilation of the office, 
and opportunities for rest. The hours are as a j 
rule somewhat shorter, they have opportunities of 
taking exercise to and from business, and a certain 
degree of selection of their home environment. 


Laundry work is another unfavourable occupation, 
chiefly on account of lack of ventilation and the 
risks of subsidiary infections in the dirty sorting 
room. Once the clothes have been washed in very 
hot water and so sterilised, this risk is done away 
with. Those women who must earn their own 
living and can obtain employment in none but un¬ 
favourable occupations, must do so and live the 
best they can out of work hours. 

Tuberculosis in Children. 

Children Exposed to Infection . 

All children of tuberculous parents are exposed 
to some risk of infection in their homes, and should 
live the most healthy life possible to keep up to 
the maximum their bodily resistance. 

No child should be nursed by a tuberculous 
mother, as such a proceeding is fraught with 
danger to both parties. It should be bottle-fed, 
and unsweetened condensed milk used rather than 
cow’s milk when the latter cannot be obtained in 
a perfectly fresh condition. 

The sources of infection for a child are the 
same as for an adult, and come almost exclusively 
from sputum. The child, therefore, should not 
be kept too near the mother for fear of bacilli in 
the spray of her cough. 

Too great care cannot be taken over teaching 
children in early life to always breathe through 
the nose. If they are noticed to always keep their 
mouths open, or if they snore in their sleep, a 
doctor should be consulted, since there may be 
some small growths called adenoids at the back of 
the nose obstructing the free passage of air. The 
operation for the removal of such growths is a 
trivial one, while the risks incurred by mouth¬ 
breathing are considerable. There should be no 
delay in seeking advice, since the habit of mouth- 
breathing, once acquired, is eradicated with great 
difficulty. Dust and germs may settle in the 
throat, and especially frequently on the tonsils. 
Beneath the surface of the mucous membrane 
which lines the throat and other parts of the 
digestive canal is a system of minute channels 
called lymphatics, through which circulate the 
materials for the nourishment of the cells of which 
the body is composed, and along which all small 
foreign bodies which penetrate through the walls 
will be carried. At intervals along these are small 
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filters known as lymphatic glands, which strain out 
all such bodies. • Any germs which may have 
entered the system are arrested by these glands. 
They may be at once killed therein by the protec¬ 
tive mechanisms of the body, or they may be in 
sufficient numbers to effect a lodgment, increase 
and multiply. In the latter case the glands 
become inflamed, swell up, and may even be 
converted into small abscesses. In children 
tubercle bacilli often enter the body through the 
tonsils and then pass through the lymphatic to a 
chain of glands at the side of the neck. These 
glands become much enlarged, and produce 
unsightly swellings. From these glands the germs 
may proceed further and affect the glands within 
the chest and thence the lung itself. 

As they grow up these children must live the 
ordinary life of their class, but bearing in mind the 
extra risks to which they are exposed every effort 
should be made to secure for them plenty of food, 
rest, and outdoor exercise. They must not occupy 
the same room as the infected parent. If there is 
only one bedroom they should rather sleep on the 
sitting-room sofa. Where a family can only have 
one room of course most of these precautions are 
valueless, and all that can be urged is care to 
prevent scattering of the expectoration and to 
ensure as much cleanliness as possible. 

Children Actually Tuberculous . 

In children the disease may affect the lungs, the 
glands in the neck, or the abdominal organs. In 
the case of the glandular affection the swelling of 
the side of the neck will probably be the first 
indication of trouble. In the pulmonary condition 
there will probably be some cough, though probably 
no sputum, as children almost always swallow their 
expectoration. With abdominal tuberculosis, the 
so-called consumption of the bowels, there is usually 
some degree of diarrhoea in the early stages. The 
children will gradually fall off in appetite, vigour, 
and general health, though the onset may be more 
acute. Early resource should be had to medical 
advice in all complaints of childhood, and this 
advice must be followed out. 

The general principles of the life of a child are 
the same as for an adult, with additional difficulties. 
If it is hard to persuade an adult to lead a quiet 
life for a time, taking reasonable precautions and 
not over-exerting himself, it is impossible to 


obtain these results in children, who naturally 
play vigorously whenever they feel able, and with 
whom sustained effort is an impossibility. 

The child should, in the more acute and infec¬ 
tious stages, be, if possible, isolated from other 
children in the family; under most circumstances 
this will be difficult, but it is necessary that it 
should have a bed to itself. It must be remem¬ 
bered that the child not only has to fight against 
the ravages of the disease, but also to build up 
fresh tissue, so that most important of all is the 
provision of proper food and rest. 

During the more acute stages the child could be 
placed during the day on a couch in the open, 
whether a field, backyard, or balcony, and so could 
have the freshest air available. I folder and not of 
a timid disposition, it might be possible to have 
some sort of shelter practically out of doors in 
which it could stay the night. But in practice 
most likely it must come in, and then the windows 
of the room should be open under the conditions 
mentioned before. 

As convalescence progresses it should be left to 
play in the open air as much as possible, and 
regular rests should be enforced. 

The recuperative forces of children are very 
great, and a large number make good recoveries. 
When the degree of illness is severe the downhill 
progress is often quicker in children than adults. 

At a later stage the question of school will arise, 
and as a child must, if it is to be fitted for any 
post in life, receive some education, it should be 
sent to school, and the problem whether or no it 
should be admitted left, in the case of an elementary 
school, to the local authority. The general custom 
is to admit children who have no expectoration. 

February 28 th, 1910. 


The successful manufacture of sheet-porcelain is 
an interesting advance in the science of public 
health, and one that is full of promise in the 
direction of the supply of sanitary dwelling-houses. 
This sheet-porcelain is the invention of Mr. \V. 
Hales Turner, and can be seen at the American 
and Canadian Securities, Broad Street Avenue, 
City. Habitations built with these large sheets of 
porcelain about an inch thick, having the strength 
without the bulk of a brick wall, ensure simplicity 
of erection, cleanliness, and economy. An ordi¬ 
nary house made according to this new invention 
abolishing paint, wallpaper, and spring-cleaning, 
can be built in three days. 
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A CLINICAL LECTURE. 

Delivered at Charing Cross Hospital. 

By F. C. WALLIS, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen,— Here is a young woman, aet. 21 
years, who has a swelling in her right groin. She 
complains of this and of a pain in her back. Her 
history is that twelve months ago she first noticed 
pain in the lower part of her back in bending and 
coughing. The pain was described as sharp and 
stabbing, and mostly on the right side, but shoot¬ 
ing round to the left side. It has been getting 
gradually worse. The swelling appeared about 
three weeks ago in the region of Poupart’s liga¬ 
ment, and has gradually enlarged until it is now 
of considerable size. She says it is painful, and 
aches and throbs on walking, but does not do so 
when she lies down. The skin is not inflamed 
over the swelling, which on palpation is obviously 
soft and fluctuating. On examining further one 
finds that the swelling goes down under Poupart’s 
ligament. On examining the abdomen I find that 
the swelling extends up and inwards towards the 
spine, and goes up almost to the line of the umbili¬ 
cus ; it is a large swelling with deep-seated fluctua¬ 
tion. Never try to get deep-seated fluctuation by 
putting two fingers close together; put your hands 
as wide apart as the swelling which you are working 
at will permit, and with two or three fingers, 
according to the size of your hand, gently press 
with one set of fingers while the others rest on the 
tumour, and you will find the contents of the 
tumour, if it is fluid, float up against the other 
hand. The feeling of fluctuation will alternate 
between the two hands. The patient’s temperature 
is normal. The swelling is not really tender. I 
shall not go into the differential diagnosis in such 
a case as this. It can only be a chronic tubercu¬ 
lous abscess in connection with the spine, and one 
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of those abscesses in this region which is known j 
as a psoas abscess, because it is outlined by the ! 
sheath of the psoas muscle, pus coming down the ! 
sheath of the muscle but not going outside the 
sheath. 

It is extraordinary how painless these things 
generally are. The disease, to produce an abscess 
of such dimensions, must have been in exist¬ 
ence for some considerable time. What is this 
psoas abscess due to ? It is due to tuberculous 
caries of some portion of the spine. In this 
instance, on the adjoining surface of the first and 
second lumbar vertebrae there is seen in the radio¬ 
graph a destruction of bone which suggests that 1 
this girl has, or has had, tuberculous disease in the 
region of the first and second lumbar vertebrae, j 
That would coincide with the swelling which exists j 
now. She has no obvious spinal deformity. The ! 
commencement of these tuberculous spinal diseases 
takes place in the bodies themselves, on either side | 
of the inter-vertebral discs. There is a focus on 
one side or the other, possibly both. Here is a 
museum specimen showing tuberculous disease of 
the lower part of the first and upper part of the 
second lumbar vertebr%. The disease commences 
in and gradually disintegrates the cancellous tissue j 
of the bone ; the body of the vertebra itself becomes 
absolutely eroded, as the specimen shows. The 
last thing to go is the in ter-vertebral disc, and 
eventually that disappears also. Pus accumulates 
and pushes its way forwards along the sheath of 
the psoas muscle. When the bodies are destroyed 
anywhere in the spinal column there must be a 
compensation where the destruction has occurred, 
and this is brought about by the approximation of 
the two carious surfaces, which in the lumbar 
region unite with very little external deformity. 

These cases are seldom really painful, as the 
following instances show: A perfectly healthy- 
looking girl was sent to me, when I was looking 
after the out-patients here, with the statement that 
she had some lateral curvature of her spine. 
Remember that, because I do not want you to 
mistake any chronic tuberculous disease for lateral 
curvature, and it is a mistake which is not in¬ 
frequently made. This healthy-looking girl, aet. 22 
years, had been treated for lateral curvature of the 
spine. You know that the treatment for that 
deformity is certain exercises, extension, bending 
down, rubbing of the back, etc. She had been 


having these, and, indeed, a course of Swedish 
exercises, for some weeks. When we came to 
examine her it was found that she had two large 
swellings in the region where the psoas abscess 
should exist, one a very large one, from which 
eventually one and a half pints of pus were extracted, 
and the other half as much. Another instance is 
also that of a girl, aet. 18 or 20 years, quite healthy 
looking, and the first thing which called her atten¬ 
tion to anything being wrong was when she bent 
down to do her boot laces up she could not get 
down comfortably, because there was a swelling in 
front which got in the way. It was the only 
indication she had that there was anything wrong 
with the spinal column at all. She had a large 
double psoas abscess. When there is spinal 
tuberculous disease low down in the lumbar 
vertebrae there may be considerable swelling, and 
the disease may be in existence for some time 
without any material trouble to the patient, and 
without any indications, as far as inability to work 
are concerned, until it attains such a size that it is 
obstructive to the motions of the body or legs, and 
this calls attention to the fact that something is 
wrong. 

Before I go on to speak more in detail about this 
particular < 5 ase I should like to mention a form of 
treatment which was tried as a cure for Pott’s curva¬ 
ture due to old tuberculous disease. I mention it 
to you as a warning not to accept any new method 
of treatment which may be attractive enough and 
yet practically harmful. This treatment, which was 
originated by a well-known French surgeon, was as 
follows : 

A patient with Pott’s curvature was anaesthetised 
and then turned face downwards, and considerable 
traction was made to extend the spine ; at the same 
time the surgeon forcibly pressed on the pro¬ 
tuberant spines; the swelling disappeared, the 
spine stretched out, and the result looked admirable. 
The patient was placed in a plaster-of-Paris jacket, 
and, as far as I can make out, never came out of 
it. 

Let us for a moment think as pathologists what 
occurs when the diseased spine is thus stretched 
and straightened. The curved spine is produced 
by the juxtaposition of the remains of the bodies of 
the vertebrae which were diseased and have disinte¬ 
grated. It is the natural cure and the only way of 
filling up the gap caused by the destruction of bone, 
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and thus enabling the spine, deformed though it 
may be, to carry on its work. When this approxi- j 
mation is ruthlessly torn apart and the spine 
straightened, there is an interval between the bodies 1 
of the vertebrae commensurate with the curve which 1 
has disappeared. What is there to fill up this gap ? 
Practically nothing at all which will make the spine 1 
workable. It is very much like taking out a lot of 
bricks at some important part of the wall of the 
house and expecting the structure to keep up on 
what is left. I need hardly say that this form of 
treatment came to a deservedly untimely end. 

With regard to this young woman, she has in the 
psoas sheath a very large abscess, which can be felt 
through the abdominal walls; it extends below 
Poupart’s ligament, and goes right up to the 
spinal column. A form of treatment which is 
advocated, and some people seem to have good | 
results from it, is to aspirate the swelling, drawing 
off the pus, and then the cavity is filled up with 
iodoform emulsion. After a time the fluid is 
drawn off again ani the cavity refilled, and so on. | 
It must take a long time to cure it in this way, | 
and I do not know anything about the permanency 
of it. We want, of course, to get this young | 
woman well, and if time is no object and the 1 
patient has a decided aversion to an operation, I 
you can try this method with considerable hope of < 
success eventually. But it is not so in all these 
cases, and if it is not a success in the end it is so 
much time wasted. I remember I wrote a paper 
on this subject some years ago. What I have 
done in many of these cases, and what I propose j 
to do here, is to make an incision over the most 
prominent portion of the abscess in front, and : 
evacuate the pus and examine the cavity, and 1 
when we do that we shall find that it goes down j 
below Poupart’s ligament towards the attachment 1 
of the psoas. An incision is made into the 1 
lowest part there and also a drain incision is made 
in the highest part behind. There are three 
openings therefore. When you have evacuated the 
pus, take a blunt spoon and scrape the whole of | 
the cavity of its lining membrane and get down to 
the normal tissue itself. The cavity is washed out j 
by irrigation with ordinary saline solution. You 
proceed with that until the membrane has all come 
away and there is no more dibris , but a smooth, 
lined surface inside. If you can feel any dead 
bone and the cavity leading to it is sufficiently big, 


and you can get your forceps on to a piece of 
necrosed bone, remove it. But, as a rule, there is 
a narrow channel which leads down to the affected 
vertebrae. 

What is to be done next ? There is an enormous 
space left. You have to avoid sepsis. If it does 
get septic, the trouble will never cease You 
must be extraordinarily careful in dealing with 
these cases. You may either drain the cavity for 
twenty-four hours, or sew it up and let it fill again, 
which it will, and trust to its being absorbed. 
What I propose to do is to swab the whole abscess 
cavity out with pure carbolic. By doing this one 
gets an active hyperaemia in the abscess sac, also 
in the region of the diseased bone. To prevent 
any excessive accumulation of fluid, which would 
undoubtedly occur in such a large abscess sac, 
after the manipulations and application of carbolic 
acid, a drainage-tube is placed through the incision 
in the back, because as the patient lies down this 
is the most dependent position, and from this 
comes a large quantity of sanious and serous 
exudation. All the other incisions are sewn up. 
That incision is left with a stitch through the 
tissues; twenty-four hours afterwards the tube is 
taken out, the wound is washed round with 
peroxide to be sure it is clean, and the longer 
ligature is tied up tight, and it is hermetically 
sealed by collodion and the patient is left. I have 
done a large number of these operations and the 
results have been good, and that is the operation 
I shall do this afternoon. The main thing which 
you have to think of is first of all the diagnosis, 
and then the situation of the swelling and the 
various troubles which may occur in connection 
with the spine, in cervical, dorsal, or lumbar caries. 
The main point about the operative treatment of 
this disease is the avoidance of sepsis. 

The next patient, a middle-aged man, has what 
is known as lipoma nasi. The name was given 
many years ago when there was not much micro¬ 
scopic pathology, and it looked like a fatty tumour. 
But I need hardly tell you that there is no question 
of it being a lipoma at all. It is a chronic in¬ 
flammatory condition occurring in the sebaceous 
glands of the nose. This disfigurement is rarer 
now than it used to be. There are forms of disease 
which pass away, and this is probably one of them. 
You see it is very unsightly. It is not painful now, 
but sometimes at the start it is rather painful, and 
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it is always a drawback to a man's occupation. 
When it is as bad as this it can be operated upon 
with very considerable improvement in the man’s 
personal appearance. Lipoma nasi is said to be 
produced by drink. And some people say that not 
only does alcohol produce it, but also tea. These 
cases were formerly much more common. Lipoma 
nasi is dying out. The diffuse lipoma which is 
another alcoholic decoration is also dying out. As 
a matter of fact people’s habits are changing. 
Probably none of you have ever seen the condition 
known as “chimney sweeps’ cancer,” that is to say 
cancer of the scrotum occurring in chimney-sweeps. 
It was quite common when I was a student. It 
was unusual not to see a case of it in the wards of 
St. Bartholomew’s Hospital; now it is years since 
I have seen a case ; I do not think I have seen 
more than two cases of it during the number of 
years I have been here. People used to come 
from Germany to see chimney-sweeps’ cancer 
because it was of such rare occurrence in Germany, 
a rare occurrence in Austria, and, indeed, in every 
other country but this. And Mr. Henry Butlin, 
who is now President of the Royal College of 
Surgeons, went into the question of the cause of 
this, and it was found to be due to the fact that 
the chimney-sweep abroad carried out his business 



England. In England he only took a bath by 
accident, whereas the chimney-sweep abroad took 
his bath and changed his clothes every day. As a 
rule we are a cleanly race. I mention these | 
instances to show how under altered conditions 
disease changes and even disappears. 

The next case, a girl, is a very interesting one. 
She was admitted with a bad appendix abscess, for i 
which the abdomen was opened, and it was found * 
that the appendix abscess had ruptured, and the pus 
from it was amongst the coils of the pelvic intes- ! 
tines, and she had no shut-off abscess cavity at all. | 
I did with her as I have done recently in similar t 
cases, viz. washed her out with large quantities of 
saline, after removing the appendix, and sewed her 
up, but with no drainage. She got on perfectly 
well for about five days, and then she started to 
vomit, and, to make a long story short, her vomit¬ 
ing was obviously the vomit of intestinal obstruc¬ 
tion, and the obstruction was in the small intestine. 
This necessitated a second operation. And what 
one found was that in one situation, instead of the 
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two layers of the parietal peritoneum being united, 
there was a small space where the non-peritoneal 
tissues were exposed. The two edges of parietal 
peritoneum here were not in apposition, and a 
knuckle of small intestine fixed itself to this small 
area—a piece of bad luck, but a serious lesson. 

I This was all put right and she is now well. The 
unfortunate thing is (whether she has had it be¬ 
fore or not I do not know), she now has a well- 
marked floating kidney on the right side. Many 
people having floating kidneys are neurotic. You 
cannot say that the neurosis is produced by the 
I kidney, but probably it is. This woman is not 
I neurotic; she is a very plucky young woman. She 
comes complaining of pain in her side, and says 
that the pain goes right down into her groin. If 
the movable kidney gets into a certain situation 
she has dragging pains which pass round to her 
back and down the groin. There is another patient 
in the ward now with a similar condition, and if 
she stretches out her hand in a certain position 
she finds her kidney slips forward and she has 
pain. In this present patient you can feel the 
kidney coming down, and I can push it about, 
and she gets definite pain in connection with it. 
Her occupation requires her to stand a good deal 
during the day, and that is rather bad for her. 
The condition of floating kidney is a very inter¬ 
esting one, and recently additional interest has 
been given to it because a gentleman named Mr. 
Suckling, from Birmingham, has found that floating 
kidneys are conducive to mental disturbance, so 
much so that a large number of patients in asylums 
whom he examined were found to have floating 
kidneys. After these floating kidneys were stitched 
up the improvement of the mental state was 
extraordinary, and in many cases the patients were 
cured. A good deal of severe criticism has been 
passed concerning this statement and the results. 
It is a big subject to discuss, but you have to ask 
what happens when the kidney is so mobile and 
apt to kink the ureters. Obviously when that 
is the case it is not performing its functions 
properly. Apart from the pain, when a floating 
kidney gets kinked the outflow is blocked, and 
the pelvis of the kidney gets distended. Under 
those circumstances the kidney becomes highly 
irritated, and instead of the outflow of the urine 
being normal, there is suppression, and these 
suppressed by-products are re-absorbed into the 
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system, and this absorption is said to be the j 
cause of these curious neurotic mental conditions 
which arise in connection with floating kidney. 
Another set of patients are also found to be highly 
neurotic, namely, cases of muco-membranous 
colitis, and they are often mentally disturbed to a 
great extent. Here is a large area, much larger 
than in the kidney, from which they can absorb toxic 
material from the bowel, and this toxic material 
gets into the blood and the blood affects the brain 
centres. Recently there was a case of a married 
woman who had for years been a perfectly healthy 
and happy woman, and in a good position in life, 
but gradually she became mental, and this went 
from bad to worse. She was certified by a well- 
known authority and put into a private asylum. 
At the particular request of the husband, a medical 
man whom I know went to see this lady; she had 
torn out most of her toe-nails in her frenzy, and 
used to bite her fingers and tear everything. The 
first time she was examined it was found that she 
obviously had a floating kidney. She was taken 
out of the asylum and put into a nursing home, 
her kidney was sewn up, and a fortnight ago, that 
is to say six months after the operation, she wrote 
a letter to my friend saying she had never been 
better in her life, and that she was now on a 
Continental trip. There was another patient whom 
I saw the other day, and who was in a most curious 
mental condition. She was quite well off, and had 
no cause to worry ; but she had curious ideas, 
viz. if she dropped a needle it would keep her 
awake all night lest anyone might sit upon it. It 
was a condition of exaggerated conscientiousness, 
and this made her miserable. She could not sleep 
properly, and was getting into a very low state of 
health. She has a bad floating kidney. She was 
put to rest in bed and kept quiet, and she of course 
improved as long as she was lying up, but after 
she gets up again the trouble will return and she 
may become worse than ever. So the indication 
is to fix the kidney. When one gets such a direct 
case of mental disturbance in floating kidney as 
we have had just now, one thinks there is 
something in it. Floating kidney is fairly common 
in women, and it is said to occur more frequently 
in women who have borne children than in others. 
But I do not think that is true. I have seen a 
large number of cases of floating kidneys, and I 
think it has been as frequent in women who have 
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not borne children as in those who have. The 
kidney involved is nearly always the one on the 
right side. If both kidneys are floating they are 
probably both enlarged and possibly both de¬ 
generate, that is to say, they may be congenitally 
cystic kidneys. You must not operate in such a 
case, and on examining the urine, it will be found 
that the quantity of urea present is less than 1 per 
cent., which is a danger signal as to any operation. 
The ordinary floating kidney, such as this young 
woman has, is very painful, and, as I say, it often 
gives them some mental symptoms. It is a 
dragging, wearing pain, which incapacitates them 
from doing much at any time. With that there 
occurs kinking of the ureter, which, when acute, 
causes excruciating pain, as if a calculus were 
being passed, and when the kink is undone there 
is an excessive flow of urine and the symptoms 
pass off. It may be that in these cases the whole 
of the secreting surface of the kidney is involved 
in a condition of hydronephrosis. 

As to treating these people. They are generally 
very thin and the abdomen is slack, and if you 
put them to bed and fatten them up they will get 
better, and they will become happy and contented. 
But when they get about, gradually the excess of 
fat which supported the kidney gets absorbed, and 
the whole of the symptoms return. There are 
mechanical appliances which can be tried, and 
which I have put on to patients over and over 
again, but in cases of real floating kidney they are 
useless. They are painful to wear, they are 
expensive, and, even for those who can afford 
them, they are ugly, and ladies will not wear 
them. The matter resolves itself into fixing 
the kidney by operation, and that is usually 
| successful. The vast majority of cases will do 
; well. You have to aim at getting the kidney 
} adherent to the parietes at the back. In the 
natural way it is fixed by peritoneal processes and 
1 is well looked after. What I shall do in this case 
this afternoon is to make an incision in the loin, 
pull the kidney right outside, and then strip off the 
capsule of the kidney, roll this up and push the 
kidney back and attach the kidney all round the 
margin, by stitching the rolled-up capsule to the 
posterior aponeurosis. This fixes the kidney for 
a sufficient length of time to allow the stripped 
large surface of the viscus to form firm adhesions 
to the posterior parietes. 

March 7th, 1910. 
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A CLINICAL LECTURE 

ON 

EXOPHTHALMIC GOITRE. 

Delivered at St. Bartholomew’s Hospital. 

! 

By W. P. HERRINGHAM, M.D., F.R.C.P., 

Physician to the Hospital. j 

_ | 

Gentlemen, —This girl before you is an example 
of what is not an uncommon disease in the hos¬ 
pital—exophthalmic goitre. Commonly it is called j 
Graves’ disease, but there is no very good reason j 
for this. Here is Graves’ book, on which his claim 
to name the disease is based, and you will find that ; 
the only thing he has done has been to mention : 
that in two or three cases of bad palpitation the 
thyroid gland was enlarged. So far from thinking 
the thyroid gland had very much to do with it, he 
obviously thinks that the enlargement of the gland 
is a sort of secondary oedema due to the heart. ! 
He mentions that in one case, which he never saw 
himself, but which was reported to him by others, 
the eyes were also prominent. But that is all the 
contribution that Graves made to the study of the 
disease, and really, to link his name with it is quite 
unjustifiable. It is sometimes, with much better 
reason, called Von Basedow’s disease. The car¬ 
dinal symptoms of the disease are four in number. 
The first is prominence of the eyeballs. This girl 
has little of that symptom, but I think you can see 
that her eyeballs are somewhat prominent. This 
middle-aged woman has the symptom very much 
more marked. And it is not always on both sides. 
You often find it in one eye before it appears in 
the other. Therefore remember it may be unilateral, j 
The second symptom is enlargement of the thyroid 
gland. That is not generally very large, and some¬ 
times, as in this girl, it is quite slight. The third 
symptom is palpitation, and that is what they gene¬ 
rally come for. I daresay you can see at the 
present moment that she has very marked beating 
of her heart, and that it has a rapid pulse. And 
the fourth cardinal symptom is that when she holds 
her hands out there is a tremor of the fingers. 
And then you have to think of some additional 1 
symptoms. In the first place take the symptoms ■ 
connected with the eyes. There is one symptom i 
which is generally marked in all these cases, and j 


which goes by the name of Von Graefe, a very 
famous German oculist, who died much too young. 
He described it first. That is a lagging of the 
upper eyelids when the eye is turned downwards. 
You can do it best when you do it slowly. The 
eyeball moves slightly in advance of the eyelid ; 
in the ordinary person the eyeball and eyelid move 
at a corresponding rate, but in these cases they do 
not. Another symptom, which goes by the name 
of Stellwag’s sign—also a German oculist—is 
widening of the palpebral fissure. And along with 
that, what is generally the case with these patients, 
the absence of the normal amount of reflex winking. 
There are occasionally other symptoms. Some¬ 
times these patients look as if their eyelids were 
oedematous. That has been noticed in some 
cases, and it is probably due to the loss of the 
muscular action. If you work their lids by elec¬ 
tricity artificially you will find that the oedema will 
disappear. And there is another symptom which 
has been occasionally noticed, and that is paralysis 
of the muscles of the eye, or ophthalmoplegia. In 
the twenty-seventh volume of the Hospital ‘ Reports’ 
you will find a most interesting article by Dr. 
Maude, of Westerham, in which he noticed the 
occurrence of ophthalmoplegia—paralysis of the 
globe of the eye. So far as the prominence of the 
eyes goes—and along with that I mention the con¬ 
gestion of the sclerotic which you see in these 
cases—the pathology of that prominence of the eye 
is practically unknown still. I have seen these 
cases examined post-mortem, and could not even 
then find what it was that made the eyes stick 
out during life. It has sometimes been suggested 
that it was due to a pad of fat bthind the eyes, 
sometimes that it was a muscular action, or that 
it was some failure of some muscle. But it 
appears to me that the only thing which can ex¬ 
plain it is, that it is connected with the congestion 
of the eye, and that it is probably some enlarge¬ 
ment of the vessels at the back of the eye, which 
disappears when death occurs. 

With regard to the symptoms connected with the 
thyroid gland it is .often found that that gland is 
pulsatile, and when you put your stethoscope over 
it you hear plainly a systolic murmur; you often see 
throbbing of the arteries over it. It is a curious 
fact that when the gland itself is examined it is not 
in its own tissue very highly vascularised. The 
increase of the blood appears to be rather in the 
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arteries going to it; they are enlarged as part of the ! 
arterial enlargement which I shall speak of in a | 
minute. It is not so much the arteries in the gland j 
as the arteries outside the gland which are enlarged. 1 
So far as the heart goes, the hearts in these cases | 
are nearly always dilated ; dilatation of the ven- 
tricles rather than of the auricles, not like the I 
dilatation of valvular disease, which is reflected j 
back on the auricles. And that is shown by the j 
position of the apex, by the impulse, that is nearly 
always excessive, and very often by a systolic 
murmur. This murmur is beard all over the prae- 
cordia, as it was in this case before you, and is yet 
of that sort of character that does not bear with it 
the conviction of valvular disease. It is nearly 
always a functional murmur. Some of these cases 
occur in patients who have already organic valvular 
disease, but the organic valvular disease is not 
caused by exophthalmic goitre. Besides the heart 
itself, you will find in nearly every case that you 
can see wild pulsation in the vessels of the neck, 
the carotids are very dilated, and so are the arteries 
directly going to the thyroid body. But the rest of 
the arteries are probably not. For instance, the 
radial artery is seldom dilated ; it is rather on the 
small side than on the large. As a rule the blood- j 
pressure is not by any means raised. Beyond this 
the tremors are of a very fine character, rather like : 
those of alcoholic persons, and they occur on effort | 
and they do not occur when the hands are lying 
still. Besides those, there are certain general 
symptoms which these patients have. And the 
first one which everybody notices is the extreme 
excitability and the nervousness which most of 
them show. They are all what you may call highly 
nervous persons. And that you will find whether 
the case is a recent one or an old-standing case. 
In those cases which Dr. Maude describes, and 
which he, being in general practice, has been able 
to watch for many years—ten or twelve years some 
of them—he dilates considerably upon their mental 
symptoms. You will see by his description that 
they are persons of hypertrophied conscience, 
people who are extremely anxious to deny them¬ 
selves in order to do their duty in every possible 
way with a sort of restless virtue. And that kind 
of disposition is extremely common in these cases. 
And then the skin is generally flushed. You saw 
that girl had a flushed appearance, and there is a 
warm, moist, sweating skin. One of Dr. Maude's 


cases was the wife of a labourer, and he says that 
one day when the woman who looked after her 
was unable to come, he had seen her in bed with 
the sheets stiff with ice—it was in the cold weather 
—owing to her excessive sweating. That will give 
you an idea of how much these people sweat. 
Another thing which often happens to them is pig¬ 
mentation. This woman does not show it, neither 
did the other patient, but I had a woman in the 
wards the other day who was very markedly pig¬ 
mented round the eyes. So far as their internal 
viscera go the principal feature is their tendency to 
diarrhoea. In vol. xxxv of our ‘ Reports ’ there 
is a case of this disease published by myself. 

I show you a picture of the man before he had 
the disease, next a picture of him when he came 
into the hospital, and another after he had had a 
bout of diarrhoea; in the last one you see he is 
almost reduced to the condition of a living skeleton. 
Those bouts of diarrhoea are a regular symptom of 
the disease, and a dangerous one, for among the 
cases collected in reporting that case I found two 
who had died in those conditions under accesses 
of diarrhoea ; so that the diarrhoea is by no means a 
negligible factor. So far as their kidneys go, these 
patients sometimes get albuminuria and sometimes 
glycosuria, but I do not think they are ever very 
important. And there is another symptom con¬ 
nected with them which is very remarkable, and 
that is that they are in the habit of wasting and 
producing a nitrogen deficit. Their metabolism is 
excessive, apparently, and they pass more than 
they take in, with the result, of course, that they 
lose a large amount of weight. These cases do not 
always appear in this fully formed condition; the 
four cardinal symptoms are not always present. 
There are cases in which one or two of the 
symptoms only may be present, and included in 
| those symptoms is nearly always palpitation. I 
had a young man of twenty who came to me, and 
was admitted with the history that on September 4th 
he was walking back to his office after lunch when 
he had sudden cardiac pain and palpitation, and 
was so bad that he had to go to bed for ten days. 
The palpitation and the pain ceased after a time, 
but when he got up the palpitation returned, and 
it has persisted ever since. He had been perfectly 
healthy, as far as he knew, up to that time. He 
had a slight enlargement of his thyroid. His heart 
apex-beat was forcible; it was in the nipple line, 
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and there was a faint systolic murmur of the usual 
functional character, but no evidence of organic 
heart disease, and the tremor of his fingers was 
quite marked. He had no exophthalmos, and, as 
I have said, very slight enlargement of the thyroid. 
The principal things connected with him were his 
palpitation and his tremor, and he would never 
have thought there was anything seriously the 
matter with him. We never could get that palpita¬ 
tion much better. He remained in bed, and as 
long as he was there his pulse was 88 or 90, but 
directly he began to get up palpitation again came 
on, and he had a pulse of 120 or over. That is 
his condition at the present time, and that was his 
condition in September last year. He is able to 
do his work, but unable to take any very active 
exertion. He remains with this very rapid pulse. 
That is a case of the larval form, or, as the French 
call it, forme fruste , of exophthalmic goitre. We 
had a case very similar to that in a young lady, 
set. 22 years, who was in the ward. She had for 
some years noticed that her heart beat fast after 
she had been active. She was a very good 
swimmer for one thing, and fond of all sorts of 
games, and she had been teaching children. She 
was extremely excitable, had lost a fair amount of 
weight (7 lb.), and she had no exophthalmos and 
very slight enlargement of her thyroid. Just like 
the last case, when she was lying quietly in bed 
her pulse-rate was not more than 90, but that is 
rather fast even for a young person. But when 
she was the least bit moved, or when she got up, it 
went up to 140, and she had marked tremor of the 
hands. These are imperfect cases, and if you are 
not on the look-out for them and are not aware of 
their possibility you will pass such a case without 
realising that it is an early stage of exophthalmic 
goitre. I have seen many such cases come into 
the ward who had been treated in the out-patient 
room simply for palpitation without there being 
any other sign. 

There are one or two more points connected 
with the disease. You know that a very large 
proportion of cases occur in women, probably 
eight women to one man in this country, and 
that the condition generally comes on in early 
life. They are in many cases connected with 
previous rheumatism, and in some cases with 
previous heart disease. It is also in many cases 
more or less a family condition. It has often been 


noticed that in a family one member will have 
typical exophthalmic goitre and another will have 
quite a marked goitre, but none of the other 
symptoms. I know such an instance myself, and 
it has been frequently noticed by other people. 
And it is also known that some cases of apparently 
simple goitre, and which have been so for many 
years, develop symptoms of exophthalmic goitre ; 
the exophthalmos and other symptoms will come 
on in addition. One of the\cases quoted by 
Dr. Maude is a case in illustration of lhat. He 
: had attended this woman for many years thinking 
her to be a simple goitre case, ard at last she 
developed exophthalmic symptoms. 

In any case of disease, the first thing to consider 
is what is the danger to life. In this disease there 
are three : the first is that the patient may die in 
one of these attacks of diarrhoea or vomiting. The 
second is— and I have seen two cases—that they 
may die as the result of suppuration of the eyes. 
I have also seen them get panophthalmitis and 
lose the eyes without a fatal result. And the last 
and much the least common is that the enlaige- 
ment of the thyroid is so great as to cause dys¬ 
pnoea and suffocation. 

Leaving aside those three dangers, which are 
quite uncommon, the general or natural course of the 
disease is very long. Some few cases recover 
completely. You will here and there come upon 
a woman who says that she had formerly definite 
symptoms of the disease. I have seen three or 
four cases myself. She will tell you the symptoms 
of it: she had the eyes bulging out, enlargement of 
the neck, palpitation, and so on, and yet she has 
now no symptoms of the kind. You will come 
across a few cases of recovery, and a few cases who 
actually die of it. But the great majority of them 
go on from year to year, now a little better, now a 
little worse, and not really recovering. And the 
length of time that they may go on is practically 
unknown. Dr. Maude quotes two cases in which 
the symptoms have lasted over thirty years and 
one of twenty years. So you see a person begin¬ 
ning with the disease at the age of fifteen or six¬ 
teen may go on with it at any rate up to fifty. In 
this woman before you the disease began late in 
life. She says her symptoms started a year ago, 

| when she was forty-three. 

Another point about the disease is that it occa 
sionally ends in myxoedema. And that leads me 
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to speak about the pathology of it. Years ago 
nothing was known about the pathology of it. It 
was considered to be a disease of general nervous 
debility. And then, owing to the affection of the 
eyes, it was considered to be a disease of the sym¬ 
pathetic system. And that led actually to people 
. operating on the sympathetic. Some twelve years 
ago that operation was largely advocated in France. 
And I myself had a case operated upon in that 
direction here in the hospital. Mr. Lockwood did 
it for me, but with a bad result. Of late years, 
as I think you all know, the views of pathologists 
have turned entirely to the thyroid. And I 
suppose the reason of that was, at any rate 
originally, the discovery of the cause of myxoedema. 
When people realised what an important function 
the thyroid had in the organism, which was 
brought home to them almost entirely in connec¬ 
tion with myxoedema, they began to consider the 
pathology of the thyroid itself. Then it was found 
that the symptoms of the disease which I have 
been describing to you might be to some extent 
simulated by the injection of the thyroid into 
animals, and even by the use of the thyroid on 
human beings. The thyroid gland has been used 
a good deal in the treatment of obesity on the 
ground that it promoted the metabolism and 
caused a certain amount of wasting. Some of 
these cases took too much, and one case, but I 
believe only one, produced what you could not dis¬ 
tinguish from Graves’s disease in his own person. 
He was a lat German, aet. 43 years, who tried to j 
reduce his weight. He went to several doctors, 
but did not get much lighter in consequence, 
except in pocket. But he then began treatment ! 
on his own. He started to take Burroughs and 
Wellcome’s tabloids of dried thyroid gland. And | 
it is perhaps a testimonial to Burroughs and 
Wellcome’s that in six weeks from that time he 

1 

made himself extraordinarily ill, with all the sym- j 
ptoms of exophthalmic goitre. He was seen by | 
Von Nothafft, who described the case, at the end 
of three weeks from the time the symptoms began. 
The man had taken a very large number of these 
tabloids, and he gave the following history. At 
the end of three weeks his neck had become 
larger, which he noticed because his collar became 
tight. Then he found he became very thirsty and 
short of breath; he also had a tickling cough, 
palpitation, great depression of mind, and insomnia. 


When Nothafft saw him he had a flushed face, 
i sweating skin, marked exophthalmos, tremor of 
j the limbs and tongue, enlargement of both lobes 
' of the thyroid, a rapid pulse, a slightly raised 
1 temperature, and 1 per cent, of sugar in his urine. 
The physician said to him at once: “You have 
been taking* too much thyroid gland ; leave it off.” 
Ten days after leaving it off he felt less depressed; 
in fourteen days he was cheerful; in twenty-one 
! days the sugar disappeared from his urine, he 
was less thirsty ; in twenty-eight days the tremors 
had gone. Eight weeks afterwards there was 

I still palpitation on slight exertion, and it was 

| nearly half a year before the exophthalmic goitre 
and the other symptoms went. That was, I 
| think one may say, a typical artificial case of 
! exophthalmic goitre produced by taking thyroid 
gland. And if you wanted something to clinch 
| the pathology, that case would do it. But it is 
■ not only a discussion of the symptoms which 

j has led to that view of the pathology of the 

condition; it has been corroborated by the 
j evidence of morbid histology. You know the 
1 ordinary thyroid gland is a succession of acini 
; which are lined by cubical epithelium, and filled 
with a substance called colloid, a homogeneous 
substance. In a typical case of exophthalmic 
goitre you get a very different state of things; you 
get a condition in which the epithelium is enor¬ 
mously increased, so that it comes out in folds in 
these acini. Instead of being cubical the epithe¬ 
lium becomes columnar, and that is taken to 
mean an excessive activity, possibly with excess 
of secretion, possibly with an alteration of the 
secretion, of the thyroid gland. Here is the 
picture of that condition in Dr. Edmunds’ paper 
from the Pathological Society’s ‘ Transactions ’ 
of 1896. He saw a few cases of it. His con¬ 
clusions were corroborated in America in 1907 
by Dr. MacCallum, who drew his material from 
sixty operated cases—a very large material indeed. 
In almost all those cases, he says, the thyroid gland 
is altered in structure, but it is not always the same 
alteration, nor is the alteration proportional to the 
severity of the case. Some which are severe show 
little change; others which are slight show much. 
That is corroborated by this very woman before 
you ; she has been operated upon, and her thyroid 
; gland shows very little change—indeed, extremely 
1 little. The greater part of it is composed of normal 
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acini with normal epithelium, but here and there 
you can see patches in which there is evidently 
proliferation, and what we should call, if it were a 
kidney section, catarrh of the acini. Still, the 
pathologists do not believe that this condition is 
a primary disease. I show you two photographs 
of sections here from Dr. Edmund’s j 5 aper. One 
ot these is the spontaneous disease in the human 
subject. The other is the condition produced in 
dogs by removing part of the thyroid gland. They 
are indistinguishable. Pathologists think, there¬ 
fore, that this condition is a secondary production, 
and that it is the response of the thyroid gland to 
some stimulus which causes it to do much more 
work. If in dogs you take away part of the thyroid 
gland more work is thrown on the rest, and it pro¬ 
duces hypertrophy. Possibly exophthalmic goitre 
in the human subject means that there is some 
abnormal body, some toxic product which is stimu¬ 
lating to the thyroid gland, and is producing the 
same effect of hypertrophy and over-production of 
the secretion. It is therefore conjectured to be a 
secondary effect due to some stimulus which is yet 
unknown. It has, perhaps, an analogy in another 
condition—splenic anemia. Nobody, I suppose, 
believes that the condition of the spleen is the 
primary cause of the splenic anaemia, and yet in 
both cases, in splenic anaemia and in exophthalmic 
goitre, the removal of part or the whole of the organ 
has been proved to be of value. 

And that brings me to the treatment. In the 
old times the treatment of these cases was simply 
rest to the body generally, putting the patient to 
bed and giving general tonics. Belladonna, arsenic, 
and iodine were given. I have tried all the kinds 
of things which have been recommended. Locally 
ice was applied to the goitre or to the heart. Of 
late years the tendency of pathology, being, as I 
have told you, to look upon the thyroid as the 
principal source of the disease, has led to other 
methods of treatment. The thyroid gland itself 
was given at one time, with results which were 
certainly not good for the patient, and sometimes 
were bad. Then, attempts have been made to get 
some sort of antibody from animals. Mobius, in 
Germany, removed the thyroid gland of sheep, and 
taking the serum of the animals injected it into 
human subjects. Other people have given the 
milk of thyroidectomised goats, called rodagen. In ! 
this woman I tried all those remedies. I began by I 


I ordinary rest and the application of ice to her 
| thyroid, and then I went on to Mobius' anti- 
I thyroidin, and when I was away Dr. Drysdale con¬ 
tinued on the same lines with rodagen. She im¬ 
proved to some extent on rodagen, but it did not alter 
the symptoms. She gained in weight, but she had 
before that lost nearly a stone. Under the rodagen . 
she recovered the weight she had lost. But I stopped 
the rodagen because I did not think the actual 
symptoms of the disease were improving. And she 
went on gaining weight after the rodagen had been 
stopped, so it is doubtful whether the improvement 
in the weight was due to that. By that time, which 
was in May, 1909, she had lain in bed continuously 
for ten months, and was not materially worse than 
on admission, and she had gamed 15 lb. in weight. 
But still she had exophthalmos; there was palpita¬ 
tion and tremor to the same degree as when admitted, 
and the pulse-rate was even rather higher ; it used 
to be 108, it was now 120. She was perfectly unfit, 
as she was originally, to do her proper work. Under 
those circumstances I began to consider further 
measures. 

It is now more than twenty years ago that opera¬ 
tion was performed on the thyroid in these cases. 
And the first case I know of is the case which was 
done by Lord Lister. It has been done to some 
extent in this country since. But the great series 
I of cases that have been published have been two, 
one by Kocher, in Switzerland, and the other by 
C. H. Mayo, in America. Of those, Kocher had, 
in 1907, done 254 operations, of whom only 9 
died, and in the last 91 operations on 63 patients, 
of whom some had more than one operation 
because it was done piecemeal, there had been no 
deaths at all. Mayo had done 176 cases with 9 
deaths, and in the last 79 cases he had had only 1 
death. So Irom being what it certainly originally 
was, a very dangerous operation, it has now, by the 
skill and study of surgeons, become an operation of 
comparative safety. Under those circumstances I 
asked Mr. Lockwood to operate in this case. He 
did so under local anaesthesia, by the aid of novo¬ 
cain, and by injection of adrenalin to prevent 
haemorrhage, removing the w r hole of the left lobe of 
the thyroid. The operation was beautifully done, 
and she never felt the least pain during the whole 
01 the operation, although she was conscious all the 
time. Now comes the result. I saw some years 
ago among our out-patients a woman who had been 
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operated upon at King’s. Her age was 39, and she 
had been operated upon three years before. The 
goitre did not return, but still she had slight exoph¬ 
thalmos, with a pulse of 144, and was very nervous. 
But she had no doubt whatever that her general 
condition was a great deal better than before the 
operation was performed. And if you ask this 
patient before you what she thinks of it you will 
find she will tell you, as she told me, that she feels 
ten years younger. But she still has, as you see, 
slight exophthalmos, not nearly so much as she 
had, and there is still some enlargement of the right 
side of the thyioid. She still has a rapid pulse. 
That does not trouble her nearly so much as it did. 
But I cannot say that the pulse has become any 
slower than it was when she was with us. Still, she 
feels herself better. When the hands are held up 
you notice there is not now any tremor. She is 
now waiting in the hospital again because she hurt 
her leg; she sprained her ankle while at Swanley 
and she has not been well since. If it were not for 
that she thinks she would be able to go back to 
light work. That is the result of the operation in 
her case. I gave her ten months’ trial of ordinary 
treatment and I did not think she was one bit the 
better in consequence, although she was fatter. 
This operation, I am convinced, has made her con¬ 
siderably better, and I think she will be able to get 
to work when she has her leg sound again. But it 
has not entirely removed her symptoms, though it 
is now six months since it was done. 
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STRICTURE OF RECTUM TREATED 
BY FIBR0LYS1N. 


Mr. Heaton C. Howard showed* a patient, 
net. 40 years, a lavatory attendant, with stricture of 
rectum treated by fibrolysin. When first seen in 
July, 1908, there was a hard fibrous stricture of the 
rectum and a large recto-vaginal fistula, the result 
I of an operation for piles at a hospital. She was 
| sent to St. George’s Hospital, and the following is 
| an extract from the notes: “July 27th: More 
| complete examination under anaesthesia reveals 
I that there is a dense fibrous stricture surround- 
I ing the rectum, about 2 in. from the anus. 

| There is an oval perforation of the recto-vaginal 

septum about i£ in. by 1 in.—its lower limit 
comes within 1 in. of perinaeum. The cervix 
uteri points backwards through this so that the 
I external os lies in the rectum. Posteriorly there 
j is a diverticulum, which admits the finger pass¬ 
ing upwards behind the rectal stricture, between 
it and the sacrum.” Nothing could be done for 
her except a colotomy, which she declined. She 
came under Mr. Howard’s care again, and at 

intervals of two or three weeks the stricture 

was kept open by passing his finger into it, some¬ 
times under an anaesthetic, but it was exceed- 
ingly painful to her. It was with great difficulty 
that she was able to continue her occupation. 
There was no doubt the stricture was slowly 
getting worse. On June 12th, 1909, injections 
of fibrolysin were commenced, and continued 
1 about three times a week. There was a dense, 
fibrous, annular stricture about 1 in. from the 
anus, only admitting his finger under an anaes¬ 
thetic ; above that the recto-vaginal fistula was 
about J in. long and | in. wide; above that 
again were two tight bands stretching horizontally 
across the anterior wall of the rectum, with a 
| large space between them, and another space 
beyond, so that he could not tell which was the 
bowel. There was a discharge of blood occa¬ 
sionally, and of purulent matter. There was great 
I trouble in getting motions through the anus— 

I they came just as much through the vagina. 
January 7th, 1910: Fifty-fifth injection. She had 
complained for a week or two of burning and 
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smarting in the rectum on standing, but not on | 
walking. The bowels acted the day before with- • 
out medicine; motion loose, a little came through 
the vagina; she was generally obliged to take an 
aperient; the discharge was a little less. At 
present there was an annular stricture, thinner | 
than formerly and admitting the finger easily ; 
the recto-vaginal fistula was merely a small slit; 
the first band just above was much smaller than 
before, and seemed to be the anterior boundary I 
of a cul-de-sac, of which the second band was the 
farther boundary—the band had lost the sharp 
edge and was smaller; beyond the band the | 
finger entered the bowel easily. In the region of j 
the second band on the anterior wall of the 
rectum was felt a dense, hard mass of fibrous 
tissue. | 

Mr. Howard added that he gave forty injec¬ 
tions of fibrolysin, which lasted to the middle of 
September, and then he stopped them on account 
of slight bleeding from the rectum. On November l 
5th he began with iodolysin, and continued for 
twelve injections to the beginning of December. 
But there did not seem to be any improvement 
with them, therefore fibrolysin was resumed, and 
it was continued to the present time. The ! 
fibrous tissue did not disappear, but it was so | 
diminished that the woman could pass her motions i 
with fair comfort. The opening through the stric¬ 
ture admitted a small finger, and she could pass 
her motions through that stricture. If the motion 
was liquid a small portion came through the vagina. 
She was now able to earn her living. He was 
fairly well pleased with the injections, and proposed 
to continue them for some time longer. 

Mr. Pearce Gould said they were much 
indebted to Mr. Howard for bringing the case 
forward. He could confirm what that gentleman 
said in the latter part of his description. There 
was a very good sphincter ani, which contracted 
well on the finger, and immediately above there 
was a tight fibrous stricture through which his little 
finger could just pass. Above that there was a 
dilated portion with very thick fibrous walls, very 
hard, and he thought there was an aperture into 
the bowel at the posterior part; there was a bulg¬ 
ing of the bowel towards the vagina anteriorly, 
which was very fibrous, and the fistula was a 
narrow slit. From the description given in the 


notes from St. George’s Hospital in 1908 she had 
undergone very considerable improvement. Possibly 
when she got better still Mr. Howard would bring 
her forward again. 

Dr. Leonard Williams said he had not 
examined the case, and he did not know that he 
could have contributed anything to the discussion 
if he had. But he had had experience of fibrolysin 
in another condition which might be instructive, 
especially as the value of fibrolysin was often called 
in question. A friend of his asked him some time 
ago to see a postman who for some time had 
suffered badly from sciatica. Both he and his 
friend exhausted their resources in trying to afford 
relief. The matter was urgent, as the man was in 
danger of losing his work if he was not cured. He 
took the patient into the hospital and had him 
thoroughly massaged for three or four weeks. That, 
however, did not do him any good, nor did any 
drugs which were given by the mouth. Injections 
of fibrolysin were then tried as a dernier ressort . 
They were given over the area of the affected 
sciatic nerve. The muscles were wasted, and the 
patient could scarcely put his foot to the ground. 
A surgeon had kindly examined him, and had been 
unable to discover any cause for the condition. 
The result of the injections of fibrolysin was that 
in three weeks he could walk across the ward as 
well as anyone else could. It was to be supposed 
that the fibrolysin was successful in dissolving the 
effusions in or about the nerve-sheath. 

Prof. William Osler asked whether any one of 
those present had had experience in its use in that 
typical fibrous contracture known as “ Dupuytren’s.” 

Mr. Carless said he saw a clergyman a little 
time ago with well-marked Dupuytren’s contrac¬ 
ture, affecting three fingers in both hands. He 
gave him iodolysin by the mouth (li^xx t.d^s.) 
and ordered him to drink plenty of hot water. 
After taking it for a period of three months the 
patient was delighted with the result, as, although 
the condition was not cured, the fingers were much 
more movable than they had been and less con¬ 
tracted. 

' Mr. .Herbert Tilley asked if Mr. Carless had 
seen his case lately, because of the possibility that 
it might have recurred. He was particularly 
interested in the possibilities of fibrolysin, because 
it had been suggested it would be useful for cases 
of so-called “ chronic dry catarrh of the middle 
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ear,” in which the essential pathological feature 
was a fixation of the stapes in the oval window, 
with hyperplastic changes beyond in the labyrinth. 
He had been looking up the literature lately, and 
found that some extraordinary results had been 
attributed to the. remedy. But the more he heard 
of fibrolysin the more it seemed to be efficacious in 
conditions which were .located in the dark regions ' 
of the body, and which were invisible to the naked 
eye. If, for instance, he could see the scar of a 
large burn melt away under its influence, he would 
be inclined to use the drug. It would be interest¬ 
ing to know if anyone had seen such cases which 
remained cured for many months after the use of 
fibrolysin. 

Mr. Carless, in replying to Mr. Tilley, said he 
had not seen the case since, but he felt sure that 
he would have seen the patient if the trouble had 
increased again. There was no difficulty in 
administering the remedy ; ten or twenty drops j 
were added to water, and he had noted no ill- 
effects if too large a dose were not given at^ first. f j 

Mr. A. E. Barker said his experience of fibro- j 
lysin had extended to only a few cases, but he was ! 
bound to say he had not seen any advantage from 
it at all. But he had seen one or two disadvan¬ 
tages from its use, and in a case of Volkmann’s 
ischaemic paralysis in which it was employed there 
were small sloughs which formed opposite the 
point of injection. No good result followed its 
use, though ultimately the use of the limb was 
restored by other treatment. He thought the good 
results in the case which had been narrated were 
probably due to the simple puncture of the part, 
as one remedy for sciatica believed in by some 
very sound observers, including a distinguished 
medical colleague, was sticking needles into the 
neighbourhood of the sciatic nerve. He could not 
explain on pathological grounds the improvement 
in the case which Mr. Carless had detailed. 
Dupuytren’s contracture was due to the develop¬ 
ment of fibrous tissue at the expense of the fat in 
the palm of the hand, that fat giving to it its 
exquisite resiliency, and he could not conceive how 
the internal administration of a drug could put such 
a condition right, or restore the fat once destroyed. 

Mr. Pearce Gould said that one of the most 
striking cases he had seen of the satisfactory use of 
fibrolysin was shown at a fellowship examination 
of the College of Surgeons when he was on the 
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Court of Examii^ers. The case came from Guy’s 
Hospital. The man had considerable fibrous con¬ 
traction at the back of his thigh, so that the joint 
was bent up to less than a right angle. He was 
shown at one Fellowship examination, and came 
up to a subsequent examination six months after¬ 
wards, and the improvement was very marked. 

Dr. Essex VVvnter said he had had but limited 
experience of the remedy. A gentleman many 
years ago was shot in one eye, and in the next 
three days developed sympathetic ophthalmia in 
the other. He had been blind for the greater part 
of his life. Under the influence of fibrolysin the 
patient was himself sure that he could see a great 
deal better than formerly. Ophthalmic surgeons 
knew that it was comparatively easy to persuade 
nearly blind people that they could see better 
under the influence of any specially applied 
remedy, and perhaps expectant attention had 
something to do with this. However, the patient 
himself was very gratified. 


THORACOPLASTY. 


Mr. J. E. Adams showed a case* of thoracoplasty 
for very large empyema. The patient was a man, 
aet. 23 years, who was admitted to St. Thomas’s 
Hospital under the care of Dr. T. D. Acland, on 
May 29th, 1908, with a history of three weeks’ 
illness. On examination there were signs of 
pleural effusion occupying the whole of the left 
side of the chest and displacing the heart to the 
right, so that its pulsation extended from the right 
margin of the sternum to the mid-axillary line. At 
the first operation aspiration gave exit to seven 
pints of greenish-yellow, sweet-smelling pus. A 
few hours later two inches of the seventh rib w’ere 
resected, and three pints more of pus escaped, and 
a quantity of thick fibrin was removed. A rubber 
drainage-tube was left in the wound. A pure 
culture of the pneumococcus was obtained from 
the pus, and the patient was treated with a stock 
pneumococcic vaccine. Three weeks later the 
discharge was very slight, but there was very little 
evidence of expansion of the lung. The heart was 

* Before the Clinical Section, Royal Society of Medicine. 




350 The Clinical Journal. ] 


THORACOPLASTY. 


[ March 9, 1910. 


still displaced far beyond the right border of the 
sternum The second operation was performed 
under chloroform anaesthesia. The patient was 
placed on his right side with the left arm drawn 
across the chest. A long incision was made 
parallel to the vertebral border of the scapula and 
one inch behind it, terminating in the original 
wound. Large portions of the sixth to ninth ribs, 
together with intercostal muscles and parietal 
pleura, were removed. The superficial muscles 
were divided by primary incision and freed 
from overlying skin. The lower muscle-flap was 
pulled over the tenth rib, and sutured with catgut 
to the diaphragm and base of shrunken lung. The 
scapula was pushed into pleural cavity, and the 
muscles attached to its vertebral border secured to 
lower part of lung with catgut stitches. The skin 
closed except for drainage-tube at lowest point of 
incision. The wound had completely healed in 
ten weeks. The lung expanded rapidly, and the 
heart returned to its normal position. In January, , 
1910, eighteen months after the operation, the left 
lung was expanded from the apex to the upper 
border of the ninth rib; the deformity of the 
Chest consisted only in slight convexity of the 
spine on the side of the lesion, and the general ( 
health was excellent. 

Mr. Pearce Gould said the case was certainly 
of very considerable interest, and he would be 
glad to r know the dates of the two operations, j 
Three weeks was an unusually short time to ' 
elapse between the ordinary drainage operation j 
for empyema and the extensive operation of 
thoracoplasty. He saw from the skiagram that 
portions of two ribs were removed and a small 
portion of a third. Mr. Adams' description was 
that the scapula was placed inside the ribs and 
stitched down to the lung, but it was outside the 
ribs now. The expansion of the lung could 
scarcely be attributed to the direct pull of the 
scapula. If the scapula was introduced into the 
cavity it had not remained there, but quickly after 
the operation resumed its usual position outside 
the ribs. He had usually regarded thoracoplasty 
as an operation which consisted in removing the 
bony and rigid outer wall of the empyema cavity, 
so that the supple parts of the thoracic parietes j 
might fall in and be in contact with the pleura. 1 
Here in this case, with a large empyema cavity, | 


the whole of the rigid outer wall of the cavity was 
not removed, but a selected part only, and there¬ 
fore he thought that operation differed rather 
especially from the general operation of thoraco¬ 
plasty, though of course the successful result in 
the case was undoubted. A very -interesting point 
about thoracoplasty was that the deformity result¬ 
ing from the operation varied so much in different 
cases. In some cases of extensive operation the 
patient might be almost upright, with no more 
curvature of the spine than the present patient 
presented. But in another case, with a not more 
extensive operation, there might be a very dis¬ 
tressing deformity, very considerable curvature of 
the spine, and with that, diminished stature and 
obvious deformity. It was rather striking that 
the opening and drainage of such a large empyema 
did not have any beneficial effect on the displace¬ 
ment of the heart. The heart did not move over 
at all to the left before the thoracoplasty was 
performed. He would be glad if Mr. Adams 
would §ay what was observed in that connection, 
and how it was that the heart was so sluggish in 
moving over. 

Mr. C. H. Fagge said he thought Mr. Adams 
was to be congratulated on the result of his 
operation. He (Mr. Fagge) had recently been 
much interested in the ultimate results of opera¬ 
tions on empyemata, and he believed the operative 
results at the present day were not appreciably 
better than they were twenty-five years ago. 
A careful survey of patients continuously attend¬ 
ing the out-patient departments of a large 
hospital would reveal a number of such cases with 
long discharging sinuses, in which, if any extensive 
operation was undertaken, it was undertaken some 
months after the original operation, when very 
dense thickening of the parietal and visceral 
pleura had taken place, and this was a most 
important factor in determining the unsatisfactory 
result of any operation. Therefore Mr. Adams 
was peculiarly lucky in that the physician under 
whose care the case was consented to such an 
early radical operation. He asked whether the 
cavity found at the second operation was only the 
size of the space which would be covered by the 
portion of thoracic wall resected, Le. from the 
sixth to the ninth ribs. If it were not so he did 
not see why the cavity, which presumably existed 
above the sixth rib, had contracted and remained 



The Clinical Journal 


“CLICKING” NOISE IN EAR. 


[ March 9,1910. 351 


healed, for in his own experience of a few of those 
cases the difficulty had been that there was a 
track extending upwards posteriorly towards the 
apex even in that portion of ribs which was 
covered by the upward extension of the erector 
spinae, and in which, in order to thoroughly remove 
the rigid thoracic wall in that region, a very 
bloody operation was necessary. He asked 
whether in that operation Mr. Adams did anything 
to the visceral pleura, because, so far as his own 
small experience had gone, the best results had 
always been obtained by a free removal of the 
visceral pleura until what looked like lung was 
exposed, that is to say large, thick slices of visceral 
pleura should be removed with a knife, and he 
believed that if they were freely removed over the 
whole exposed area there was a greater probability 
of obtaining satisfactory results. He would have 
liked to have heard the senior surgical Fellows 
tell them their candid experience of treatment of 
empyema by thoracoplasty, because he thought 
that were statistics of large hospitals taken, they 
would be found to be much more unsatisfactory 
than the individual surgeons believed them to be. 

Prof. William Osler said he did not agree with 
Mr. Fagge. He was brought up in the days when 
many empyema cases did not go to the surgeon, j 
but to the post-mortem room, and that was the | 
place in which to ask for the results of empyema, f 
To-day the cases were not in the post-mortem room, j 
but in the surgeon’s clinic. Now that physicians 1 
diagnosed the cases early they were properly treated. ! 
One reason why the results were not as good as 
they might be was that the surgeon left the after- I 
care to a man who did not understand the subject. 

Mr. A. E. Barker said the result was very 
admirable in the present case, and that, he thought, 
depended a good deal on it having been an early 
operation. Only three weeks had elapsed between 
the effusion having taken place and the operation 
of thoracoplasty. Those who operated upon 
empyemata extensively knew what different results 
there were if operation was done in the early stages. 

In the early period the lung was not covered over 
with the enormous masses of plastic material, which 
were recognised as constantly present in old em¬ 
pyemata, and from which the lung could not 
release itself. The tendency was for this material 
to contract, and unless it was taken away the lung 
was held fast by it. In an early case the chest-walls 


and lung were still elastic. The only difficulty in 
this explanation was that the heart was pushed over 
so much at the end of three weeks. Why did not 
it return more or less after the evacuation of the 
fluid ? In the lungs of children affected with 
empyema recovery by expansion of the lungs was a 
very common thing. After evacuation the lung 
soon filled the chest once more, whereas in adults 
it was another story. And in adults the tendency 
was for the operation to be postponed as long as 
possible, because of the necessity they were under 
of earning their living, whereas in children that 
consideration did not hold. 

Mr. Adams replied that the interval between the 
first operation and the thoracoplasty was only four 
weeks, therefore the lung was not covered by 
thickened pleura. But it was a total empyema, 
and at the second operation the lung was simply 
shrunken and lying on the left side of the spine. 
He could, however, see that it was expanding 
slightly, and the visceral pleura was not thickened 
so as to prevent its movement. There was there¬ 
fore no necessity to remove the visceral pleura. 
The heart showed no definite sign of return to its 
normal situation until two or three weeks after the 
thoracoplasty had been performed. He agreed 
that the success of the operation had been very 
largely due to the fact that the second operation 
was undertaken early, and that the lung was in a 
condition to expand. There were no pulmonary 
gymnastics carried out. 


OBJECTIVE AND RHYTHMICAL 
“ CLICKING ” NOISE IN THE LEFT EAR 
ASSOCIATED WITH SYNCHRONOUS 
MUSCULAR CONTRACTION OF CERTAIN 

MUSCLES FORMING THE FLOOR OF 
THE MOUTH. 

Mr. Herbert Tilley showed a .case* of a 
married woman who complained of a “beating 
noise in her left ear,” of twenty months’ duration. 
The cause of the symptom was unknown, and in 
all other respects the patient was healthy. The 
noise complained of had a “ clicking ” character, 

* Before the Clinical Section, Royal Society of Medicine. 
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and was audible if the examiner’s ear were placed I 
close to the patient’s left ear; it was still more 
noticeable when an auscultation-tube was used. It 
could also be heard if the ear were placed close to 
the patient’s open mouth. Between the chin and 
the larynx what appeared to be a regular, rhythmic | 
pulsation was noticed, and that was synchronous | 
with the “clicking” noise above described. Both ; 
the noise and the contractions ceased if the patient | 
held her breath. The rate of the “ clicking ” and 
contraction was 120 per minute (when examined I 
December 9th); pulse-rate 72 per minute. It was ! 
noticed that the submental contractions did not j 
cease during quiet respiration, but that the j 
“clicking” noise in the ear occasionally ceased 
for longer or shorter intervals. The patient said 1 
that the “beating under the chin went on during 
sleep.” 

1 

Dr. Henry Head said there were certain strik¬ 
ing points about the case. The patient came to 
Mr. Tilley because of the clicking in the ears, but 
if she were made to half-open her mouth she made 
a clicking partly with the tongue and partly with 
the palate ; when she opened her mouth consider¬ 
ably the movement could be seen at its best. It 
was a quick movement which could be made 
voluntarily at the rate of 120 per minute. So 
long as the mouth was closed nothing very definite 
could be heard. He believed the case belonged 
to the group known as “ clicking tic,” closely allied 
to the “ blinking tic.” When the clicking tic 
became very pronounced it was a noise which 
could be heard in the room. No treatment seemed 
to have any definite effect upon it, and the pro¬ 
gnosis was generally very bad. She was a Polish 
Jewess, who had been in England only six years. 
She denied that she had ever been ill before, but I 
many such cases by the time they reached forty I 
years of age had been in an institution for the 
insane. That was a startling fact when it was 
realised. Associated with every tic there seemed 1 
to be a tendency to violence of some sort, either in 
action or speech. At present he had under care 
at the London Hospital a child patient with several 
tics who would at times burst out into foul language. 
At other times she was a quiet girl, and appa¬ 
rently normal except for the tic movements. 

Mr. A. E. Barker asked how it was suggested j 
the noise was produced. 


Mr. Herbert Tilley replied that he did not 
know what would happen to the contractions 
under an anaesthetic as it had not been tried, and 
he did not know how far such an experiment would 
be justifiable. With regard to the causation of the 
clicking noise, which was unfortunately absent that 
evening, he thought it was caused by a contraction 
of the salpingo-pharyngeus muscle which acted 
upon the opening into the Eustachian tube. The 
noise that evening which was heard in the throat 
was made by the rhythmic contraction of the 
tongue as it came into contact with, and then 
separated from, the posterior wall of the pharynx, 
thus unsticking the mucous surfaces. He could 
add an experience to that related by Dr. Head 
concerning the prognosis of such cases. Four 
years ago at the Laryngological Society he showed 
a male patient in whom there was a very notice¬ 
able clonic contraction of the right side of the 
pharynx. There were no other symptoms in that 
patient to indicate any organic nerve disease, and 
he showed the patient rather as a curiosity than 
anything else. Twelve months later he was in¬ 
formed that the man had undoubted symptoms 
of general paralysis, to which disease he eventually 
succumbed. 


Allen and Hanburys Limited have forwarded 
to us an interesting pamphlet entitled, “ Notes on 
Therapeutic Sera, Bacterial Vaccines, and Calf 
Vaccine Lymph,” issued under the authority of the 
Governing Body of the Lister Institute of Pre¬ 
ventive Medicine. This little book gives a list of 
the preparations made at the Institute, with 
information as to price and the most convenient 
way of obtaining the goods by telegraphic code and 
special messenger. Concerning rashes after anti¬ 
toxin injections, the authorities at the Institute say 
that although rashes may occur in diphtheria and 
other toxic and septic diseases where no antitoxin 
has been used, there is no doubt that the serum 
treatment is itself the cause of a large number of 
rashes. The production of a rash is not due to 
anything connected with the immunisation, or to 
the anti-bodies in the serum, but is due to some¬ 
thing inherent in the serum of the horse, as the 
injection of serum- from a normal, healthy horse 
may be followed by rashes. These rashes may be 
accompanied by a slight rise of temperature. 
Beyond this and the nervous irritation produced 
by their presence, no bad after-effects ensue. 
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THE QUESTION OF POSITION 
AND EARLY MOVEMENT AFTER 
ABDOMINAL OPERATIONS. 

By C. MANSELL MOULLIN, F.R.C.S., 

Consulting Surgeon to the London Hospital. 


General rules are very necessary and excellent 
things, and of none is this more true than of those 
which have been laid down in reference to the 
attitude in which patients should lie after they 
have undergone an abdominal operation, or the 
length of time they should be confined to bed. 
But it is no less true that general rules are only of 
general application, and often require to be modi¬ 
fied to suit individual cases; and these are no 
exception. 

Unless the nurse has been specially directed 
otherwise, a patient after an abdominal operation 
is always expected to lie flat upon the back, with 
a pillow under the knees, and a cradle over the 
body. Now in the vast majority of instances this 
position is quite unnecessary, and in all it is most 
uncomfortable. I have several times been told 
by patients, especially middle-aged ones, that the 
back-ache which began after they had been in this 
position for a few hours was worse than the pain 
that was left by the operation. The dorsal posi¬ 
tion should be the exception, not the rule. The 
natural position in bed is curled up on one side, 
and this attitude is the best after nearly all abdo¬ 
minal operations—on the right side after those on 
the appendix or gall-bladder, on the left after a 
gastro-enterostomy. It is much more comfortable. 
It enables the patient to go to sleep. It avoids 
the back-ache of which they complain so much, 
and which is not relieved by the nurse’s panacea 
of a small cushion under the loins; and if there is 
any sickness it greatly diminishes the chance of 
any of the vomited material entering the air- 
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passages, or messing the bed-clothes. Young 
people and children may lie right over upon their 
side. Middle-aged ones are usually more comfort¬ 
able with a bolster against their back, to lean upon 
to some extent. But stout, elderly people with a 
tendency to chronic bronchitis cannot do this. 
They must be kept sitting up almost from the 
first. Many of them cannot lie down at all. 

It is another general rule that the patient’s head 
should be kept low for some time after an opera¬ 
tion, but here, too, there are many exceptions. 
In cases in which shock is severe lowering the 
head to the level of the body is not enough. The 
foot of the bed should be raised on blocks, and 
kept raised until the pulse has regained its tone 
and all fear of collapse has passed away. The 
same thing should be done if the patient has been 
operated upon in the Trendelenberg position; I 
have never known any collapse while the patient 
was kept in this position, but I have several times 
known it set in later, and be very severe when the 
patient’s head was raised too quickly. 

On the other hand, there is quite a variety of 
conditions in which the opposite holds good, and 
it is essential that the head and upper part of the 
trunk should be raised as soon as possible. If, for 
instance, it is found at the operation that there is 
a focus of infection in the pelvis or the lower part 
of the abdominal cavity, which may spread upwards, 
the patient should be placed in Fowler’s position 
as soon as the state of the pulse will allow’ it. The 
head of the bed must be raised until the body is 
resting upon an inclined plane at an angle of 30° 
or even more. Slipping dowm can be prevented 
partly by slings under the armpits, partly by a 
firm bolster across the bed under the patient’s 
thighs. The idea is to prevent the infection 
spreading into the upper part of the abdominal 
cavity, the peritoneum over which has a much 
greater power of absorption than that w r hich lines 
the lower. The intestines lying on top of the 
infected area may be trusted to keep still. The 
great omentum, which has the most extraordinary 
power of coming to the aid of any injured struc¬ 
ture in the abdominal cavity, will help them ; and 
sometimes in this way a partition can be formed 
across the peritoneal cavity, which for a time, at 
any rate, prevents any upward extension. 

After gastro enterostomy, again, and after opera¬ 
tions upon the biliary passages, there is another 
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reason for making the patient sit up in bed as 
soon as the pulse will allow it, and that is the 
possibility of serious vomiting. It,occurs after 
gastro-enterostomy in particular, but I have also 
known it after the removal of calculi from the 
common duct and after cholecyst-enterostomy. 
Most patients are hardly sick at all. A few are 
sick more or less until the bowels have been 
opened freely. But every now and then a case is 
j met with in which the vomiting assumes a very 
I peculiar character. The patient is constantly sick, 
often within a few minutes of taking food, but 
never brings up any of the food that has been 
swallowed. I have known this go on for several 
| days, in spite of all the ordinary measures adopted 
| in such cases, until the patient was placed upright 
in bed, and then it stopped at once. My attention 
j was first drawn to this by the sister in one of my 
1 wards, who looked upon the result simply as 
mechanical. But though I cannot explain either 
| the vomiting or the method of its relief, I scarcely 
I think it can be quite so simple a matter as this 
, would imply. Its occurrence certainly bears out 
the view that the cavity of the stomach, at any 
; rate while digestion is going on, is more or less 
I subdivided into sections by the contraction of 
] different groups of muscles. 

The best reason, however, for making patients sit 
up as soon as they can after an abdominal opera¬ 
tion, especially if it is one that involves the upper 
part of the abdomen, is the way in which these opera¬ 
tions so often interfere with the circulation and 
respiration. There are many ways in which they 
do this. Even when the patient is young and the 
heart and lungs sound, and there has been no 
i trouble of any kind during the administration of tbe 
anaesthetic, respiration is always more or less 
1 hampered, and coughing is exceedingly painful. 

1 It is not merely the constriction of the abdomen 
] and the lower part of the chest by bandages, or the 
pain caused by the wound in the abdominal wall, 
but the fact that the parietal peritoneum has been 
irritated over a much larger area than the wound 
itself, and as a consequence, its natural sensitiveness 
very greatly increased. The least movement of the 
diaphragm, tending to rub the surfaces together, 
causes pain, and the breathing consequently is kept 
as shallow as possible. When the patient is old, 

! and the chest-wall rigid, so that the breathing is 
, almost entirely diaphragmatic, or when there is 
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emphysema or bronchitis, this becomes very serious. 
The least thing in such a case can turn the scale. 

But this is not the only nor even the most im¬ 
portant way in which operations of this kind affect 
the lungs. It is well known that abdominal opera¬ 
tions, especially protracted ones, are unusually 
liable to be followed by pulmonary complications, 
such as broncho-pneumonia, sometimes involving 
both lungs, sometimes confined to a single lobe. 
Many reasons have been alleged for this—the shock 
of the operation affecting the heart ; exposure to 
cold either during the operation or afterwards, when 
the patient is more or less in a state of collapse and 
the nerve centres have not yet regained their control ; 
irritation caused by the anaesthetic vapour getting 
down into the lungs, and pulmonary embolism due 
to minute emboli detached from the region of the 
wound at the time of the operation. But all of 
these are little more than accessory or predisposing 
causes. The real agent is to be found in the 
entrance into the air-passages of septic organisms 
which abound in the mouth, or septic mucus or 
bile which is vomited up after the administration 
is over, and is inhaled through a larynx that has not 
yet regained its power of self-protection. The 
former can only be prevented by careful attention 
to oral disinfection beforehand—a matter that is 
much more necessary and much more difficult than 
is usually believed; the latter, by attention to the 
position of the patient afterwards, keeping the head 
at first well upon the side. But I am sure the 
liability may be diminished and the effects rendered 
less serious by placing the patient in the sitting 
position as soon as the state of the pulse permits it. 
For a long time past I have adopted this plan after 
practically every abdominal operation, and I have 
never had occasion to regret it. It has helped 
materially to banish what used to be called hypo¬ 
static congestion of the lungs, but which, in only 
too many instances, is really a low form of septic 
inflammation breaking out in a patient whose power 
of resistance is impaired by the operation. 

Another excellent general rule is that patients 
after abdominal operations should remain absolutely 
quiet in bed, not move themselves, and be moved 
by others as little as possible. There are, however, 
exceptions even to this, not many, I admit, after 
septic operations, but a very considerable number 
after clean ones, such as the radical cure of inguinal 
hernia or removal of an appendix in a quiet interval. 


For a long time past I have allowed such patients 
from the first, instead of having a catheter passed 
or a bed-pan given them in bed, to be lifted out 
quietly by two nurses, one on each side, and placed 
upon a night stool in a sitting position, when they 
required it, to their infinite comfort, and, so far as 
I can ascertain, with the complete absence of ill- 
consequences of all kinds. I can see no reason 
why this should not be done, and I cannot under 
stand the danger of it. My sutures, I am sure, 
will hold until sufficient union has taken place to 
render them unnecessary. The patients are 
cautioned to wait until the call is urgent, so that 
there is no straining, and not to help themselves in 
any way. Without being conscious of why they 
do it, they carefully refrain from putting their abdo¬ 
minal muscles into action ; and they move with the 
greatest care and deliberation, keeping their bodies 
well bent forwards. 

In those operations in which the muscles are 
split in their different planes, gridiron fashion, 
instead of being divided, there cannot be the 
least risk, for muscular contraction in such a case 
tends to draw the edges of the wound together, 
not apart, as the operator can tell at once if his 
finger happens to be in the wound when the 
patient strains. But even when the muscles are 
divided, if they are properly sutured and supported 
from the outside it is quite safe, so long as the 
wound is a clean one. Provided the patient is 
reasonably intelligent, and everything is done slowly 
and quietly, there is not nearly so much danger as 
there is when a bed-pan is used, and the patient 
is compelled to strain in an unwonted and uncom¬ 
fortable attitude. 

Whether patients after abdominal operations 
should be allowed to get up sooner than is the 
custom at present is a question well worth con¬ 
sideration. I am myself strongly disposed to 
believe that we are still too much tied down in this 
respect by the traditions of the old, bad system of 
septic surgery with its suppurating wounds; I quite 
agree that when a wound is full of pus no relaxa¬ 
tion can be allowed, but aseptic wounds are a 
new development and must be judged by totally 
different standards. So far as these are concerned, 
it is time that we discarded ancient authority and 
thought out the matter for ourselves. 

In the first place a clear distinction must be 
drawn between allowing a patient to be lifted 
quietly out of bed and placed in a comfortable 
chair with abundance of cushions and pillows for 
a few hours each day, for the sake of having his 
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meals in comfort or for other reasons, and letting 
him get up and get about by himself, doing what¬ 
ever he thinks fit. The latter is decidedly not to 
be recommended, if for no other reason than that 
it is impossible to guarantee the patient against 
accidents, for the effects of which he will certainly 
hold you responsible. It is the same as with 
patients in whom the patella has been wired for , 
recent fracture. They must be kept perfectly 
quiet for the full length of time required for repair, I 
not because the fragments would not unite equally ! 
well if the patients were allowed to get up, but j 
for fear of accidents for which they will blame 
you. If such patients once begin to move about 1 
on their own account they are no longer under 
control, and the least slip or fall is sufficient to 
undo everything. 

So far as voluntary movements are concerned, 
the test when a patient may be allowed to control | 
his own actions is a simple one. I have adopted 
it for many years past and I am perfectly well I 
satisfied with it. I make the patient, while lying ! 
in bed, put the muscles that have been divided | 
into action, and I do not give him his freedom 
until the scar definitely sinks in when this is done. 

I take the sinking-in to mean that the lymph 
which has been effused has by this time become j 
organised, so that provided the patient is reason- | 
ably careful it will stand ordinary work. But I | 
never enjoin such a restriction as this except for ( 
active voluntary movements. Change of position, 
in which the part played by the patient is passive, 
is another matter altogether. I see no reason 
why a patient whose wound is running an aseptic 
course should not be raised and lifted out of bed 1 
by trained nurses the next day, if it is thought 
desirable, and I see many in favour of it. The 
actual choice of position may almost be left to the 
patient. Comfort is the best guide. No position 
which throws the least strain upon the wound can 
be comfortable for long. 

The chief argument used against allowing early . 
movement after these operations is the fear of | 
haemorrhage, ventral hernia and pulmonary em¬ 
bolism. But there is not the least foundation for j 
this. Haemorrhage may occur if some of the 
vessels have not been properly secured; and if 
this is the case, the earlier it occurs the better. 
But secondary haemorrhage in an aseptic wound is 
almost unknown. Ventral hernia, too, may develop 
if a wound is septic, requiring to be drained, or if | 
the various layers of the abdominal wall are not 
properly adjusted ; or from wasting of some of the 
abdominal muscles if the nerves that supply them j 
have been cut across; but if the wound is aseptic, 
if the edges have been carefully brought together, j 
and if the sutures hold well, there is not the least | 
cause for alarm. Nor is it the fact that early 
movement of the kind I have described increases 
the liability to post-operative thrombosis. It is 


probable that after every operation, especially those 
which last some length of time, or in which the 
tissues are much bruised, there are some thrombi 
formed in the smaller veins around the wound, 
and that minute emboli are swept off from these 
into the lungs, in just the same way that minute 
particles of fat are driven into the pulmonary 
vessels in every case in which a bone is broken ; 
and it is quite possible that in those instances in 
which septic organisms have found their way into 
the air-passages, this may prove a matter of serious 
moment by helping them to set up an attack of 
septic broncho-pneumonia; but the emboli which 
cause pulmonary apoplexy and sudden death after 
operations never come from minute vessels such 
as these. They come from thrombi in the big 
veins, often far removed from the seat of operation, 
such, for example, as the left femoral or iliac in a 
case of appendicitis, and these thrombi are septic 
in origin. There may be accessory causes for 
them, such as an excess of lime-salts in the blood, 
rendering it prone to coagulate, or the pressure of 
the edge of a bandage bruising the wall of the 
vein ; but the immediate cause is almost invariably 
some form of septic poisoning, probably by the 
Bacillus coli y which is certainly often found. The 
infection need not be severe or acute; very often 
it is not sufficient to cause suppuration. It may 
even be latent for a time, for it is often days, or it 
may be weeks, after the operation before any 
thrombosis occurs; but of its cause there can be 
no doubt. No one, of course, would advocate 
movement if the presence of tenderness over one of 
the large veins so much as suggested the possi¬ 
bility of a thrombus; but the presence of such a 
thrombus cannot in any way be laid to the credit 
of early movement. 

On the other hand, there can be no doubt as to 
the benefit the patient derives from having his 
position changed as often as it is uncomfortable, 
and from being made to sit upright in a chair. 
The breathing is better. There is much less 
tendency to bronchitis and pulmonary congestion. 
There is no need to make use of a catheter. The 
bladder empties itself naturally and thoroughly, so 
that there is no residual urine and no danger of 
cystitis. The bowels act with greater ease and 
there is not the same necessity for purgatives. 
The relative position of the viscera is changed, so 
that adhesions do not form so readily. The 
muscles do not waste to the same extent. The 
joints do not become so stiff; and when the time 
comes for the patient to get about and stand 
upright and walk, the legs do not swell, and the 
period of convalescence, often the most irksome 
time of all, is materially shortened. The advan¬ 
tages, in short, of early movement far outweigh 
the drawbacks, which are, to a great extent, relics 
of tradition. 

Match 14 th, 1910. 
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for the Paralysed and Epileptic. 


Gentlemen, —These two cases are both rather un¬ 
common, and perhaps are worthy of your attention 
on that account. The first is that of a man who 
died in Matthew Ward last April. The diagnosis 
which had been made during life was corroborated 
by the post-mortem and by the microscopical 
examination. The microscopical specimens were 
prepared for me by Dr. Hinds Howell. The case 
belongs to the class called by the rather clumsy 
name, “subacute combined degeneration of the 
spinal cord.” In endeavouring to explain the 
meaning of that term I must explain the pathology 
which it is intended to indicate. You know 
that degeneration, or sclerosis, as it is sometimes 
called, of the nerve-centres means a gradual 
destruction of the nerve-elements and the re¬ 
placement of them by fibroid or neuroglial tissue. 
In some cases the nerve elements die first and 
are replaced by neuroglia, and in other cases 
the neuroglia increases and so kills the nerve- 
elements. Such degeneration may be subdivided 
according to its distribution within the nerve- 
centres ; thus we speak of diffuse degeneration, 
of disseminated degeneration, and thirdly, of 
systematic degeneration. The point of these 
names is this: You know that however homo¬ 
geneous the white matter of the cord may look to 
the naked eye, or even under the microscope, it is 
really divided into several tracts or districts which 
have different functions and are sometimes picked 
out by disease. By diffuse degeneration we mean 
a single area of disease which spreads over the cord 
irrespective of these divisioos. By disseminated 
degeneration we mean there are several such patches 
of degeneration scattered up and down the cord, 
similarly regardless of the physiological division into 
tracts. By systematic degeneration we mean that 
the degeneration is limited to, and spreads along 


the lines of, physiological tracts. I will pass round 
first these two slides which illustrate disseminated 
sclerosis or degeneration. Here, again, are prepara- 
| tions from a case of tabes which illustrate systematic 
degeneration, the disease limiting itself to those 
1 fibres of the posterior columns which arise from the 
posterior roots. In tabes the systematic degenera¬ 
tion picks out one system of fibres. But in com¬ 
bined degeneration not one system of fibres is 
! picked out, but several systems. Oddly enough, 
j combined degeneration may take place in various 
j diseases which clinically seem to have nothing to 
| do with each other. You find it sometimes in the 
' cords of patients who have died of general paralysis, 

1 and you find it in patients with that rare disease 
known as the “ hereditary ataxy of Friedreich.” 

• Indeed, Friedreich’s ataxy is one of the best illustra¬ 
tions of combined degeneration. Here is a 
specimen of the hereditary ataxy of Friedreich, and 
i and "you will see that not only are the posterior 
| columns affected, but also the pyramidal tracts in 
1 the lateral columns, the cerebellar tract, and the 
tract of Gowers. Now “subacute combined de¬ 
generation” is another disease in which several 
tracts are simultaneously affected. The term “ sub- 
I acute ” indicates the rapid progress of the disease, 

1 a clinical fact which it is important to remember. 

I will try to give you a short sketch of the 
1 clinical course of this disease, abbreviated from 
the well-known paper in ‘ Brain,’ written Ly my 
colleagues at Queen Square Hospital, Dr. Risien 
Russell, Dr. Batten, and Dr. Collier. There are 
j three stages in the course of the disease. The 
first stage is characterised by rather vague sym- 
I ptoms, such as numbness, tingling, and parses- 
j thesiae in the limbs, and a certain amount of 
I difficulty in using the limbs. The lower limbs are 
, generally affected first, and in consequence the 
I patient finds some difficulty in walking. When 
you examine the case in that stage you may not 
find much, except an increase of the knee-jerks, 
and perhaps an extensor plantar response. The 
diseases with which it is most likely to be confused 
are, first of all hysteria, from which the extensor 
plantar response (where present) will distinguish 
j it, and secondly disseminated sclerosis. And I 
am bound to say that I think at those early stages 
you cannot always make the diagnosis. In the 
second stage the patient becomes unable to stand 
or to walk, and when you examine him at that 
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stage you find that the disability is largely due 
to loss of sensory function. There may be a good 
deal of impairment of sensation to touch, prick, 
etc., but there is still more of the sense of position. 
The patient does not know where his legs are, and 
what position his feet are in. Lightning pains and 
other pains may begin now. There is increase of 
knee-jerk, ankle-clonus, extensor plantar responses, 
and probably definite rigidity of the legs. So the 
keynote of the first stage is a certain amount of 
ataxic paraplegia, and of the second marked anaes¬ 
thesia with spastic paraplegia. Then comes a 
change, often an abrupt change, to the third stage. 
In this, the limbs, which were rigid, become flaccid 
and the knee-jerks disappear, the sphincters become 
affected, and the anaesthesia increases. Often the 
patient becomes feverish, and his mental condition 
is affected; he may become delirious and have 
delusions. After this stage is reached the patient 
generally dies very soon. We do not know the 
exact causation of this disease, but it is often 
associated with anaemia of a grave type. The 
anaemia does not always seem to come first, so it 
can hardly be called the cause. Probably there 
is some common cause for the anaemia and the 
spinal disease, which, however, we do not yet 
know. Post-mortem, we find in the cord degenera¬ 
tion of the posterior columns and of the lateral 
columns. And in addition, there is generally in 
the dorsal region a certain amount of diffuse 
degeneration which seems to spread over nearly 
the whole white matter. You can see all this in 
the illustrations to the above-mentioned paper, 
which I now pass round. I show you also an 
illustration from a case of my own, published in a 
recent volume of our Hospital reports. But this 
case does not show to the same extent the diffuse s 
degeneration in the dorsal region of the cord. 

I will narrate to you very briefly a case of 
this kind which I had lately. The patient was a 
publican, set. 45 years. He came into Matthew 
Ward on February 17th. The history was that 
he was well until twelve months before he came 
under our notice, and then he had a mental upset 
to which he persisted in ascribing his troubles. 
He had been reproved at a magistrate’s court for 
not having his house closed at the proper time, 
and he said he has never felt the same man since. 

It is, of course, difficult to see how a mental upset 
can contribute towards organic disease of the 


spinal cord. Still, you will find patients with 
organic disease who ascribe it to some such 
| cause. About three months after this he noticed 
numbness in his feet, and later in his legs, and 
this numbness spread to the umbilicus. In Sep¬ 
tember, 1908, he began to be unsteady in his walk, 
but complained of nothing else except that he was 
very constipated. His previous health had been 
good, and there was nothing in his family history 
to dwell upon. Seeing that he was a publican, 
complaining of difficulty in walking and of numb¬ 
ness in his limbs, I suspected at first that he might 
have peripheral neuritis from alcohol. But the 
first examination made negatived that, because his 
knee jerks were found to be increased and he had 
well-marked extensor response in his legs. So I 
had to give up the idea of peripheral neuritis, and 
think instead of some disease of his cord. I saw 
him first in the ward a week before his admission. 
He could walk with a stick, but unsteadily, and 
dragging his legs. He complained of nothing else 
except numbness. There was affection of his 
sphincters. He was admitted a week later and 
then he was unable to walk, and had difficulty in 
micturition. So during that week the disease 
made very rapid progress, and we may perhaps 
say that he then entered into the second stage. 
He was an anaemic man. Nothing abnormal was 
found in his cranial nerves or in the movements 
of his upper limbs. The movements of his lower 
limbs were feeble: there was an adductor spasm 
of both lower limbs. His deep reflexes were 
increased, his plantar reflexes were extensor. He 
had no ankle-clonus. On February 25th he began 
to pass his motions in bed, and had distinct reten 
tion of urine. On March 9th he was examined 
carefully by myself and Dr. Howell, and we made 
out that though he had no distinct loss of painful 
and tactile sensation, there was distinct loss of the 
sense of position in the lower limbs. The right 
leg was also wasted. On April 3rd the pulse 
became feeble and a change was noticed in his 
mental condition. On April 6th his speech was 
incoherent, his knee-jerks had disappeared. So 
we may say, if you like, that he was now in the 
third stage. He died on April 9th. I pass round 
microscopical preparations of the cord, made by 
Dr. Howell. 

I need not go into a long description of these 
specimens. The lateral columns and pyramidal 
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tracts are diseased, and the posterior columns also, 
and there is a certain amount of diffuse degenera¬ 
tion, not so marked as in Dr. Russell’s case, but 
more marked in the one I last passed round. It 
is evident that the patient had subacute combined 
degeneration of the spinal cord.* I ask your atten¬ 
tion to the case, not merely because it is a rare 
condition, but on account of its rapid and fatal 
termination. For that reason early diagnosis of 
this disease is as important as it is difficult. Before 
leaving this subject I pass round some further 
specimens from a case which I published a good 
many years ago, in our hospital reports, under the 
title, “Posterolateral Sclerosis.” That was before 
the disease which we are considering had been 
differentiated under its present title, but mine was 
probably a case of the same kind. 

In the next case to which I want to draw your 
attention the diagnosis is somewhat doubtful. 
The patient is still in the hospital, and I shall ask 
you first to look at him, and then I shall say a few 
words about him. He is aet. 54 years, an actor by 
profession, and he came into Matthew Ward on 
March 6th complaining of pains in his loins, 
weakness of his left leg, and incontinence of urine. 
He told us that three years before his admission 
he began to have twitchings of his left leg at night. 
Two years before admission he noticed a lameness 
in that leg, and could not move the foot properly, 
and his urine began to dribble from him without 
his knowledge. There is nothing in the history to 
explain his condition, nor in his family history. He 
had gonorrhoea at the age of eighteen, but he says 
he has never had syphilis. The notes say on admis¬ 
sion that the cranial nerves were normal. There 
may have been a mistake about that, because later 
on we found that there was an abnormality of the 
pupils, which is very important. The upper limbs 
were normal and there was nothing in the trunk. 
The gait was unsteady, and cautious, and he made 
a broad base with his feet when he walked. His 
knee-jerks were marked on both sides, and so were 
his ankle jerks. He had ankle-clonus on the left 
side, extensor plantar response on both sides. So 
it was not merely the left leg which was affected, 
as he thought, but both legs, and the condition of 


* This case is now published in full by Dr. Hinds 
Howell in ‘St. Bartholomew’s Hospital Reports' for 
1909. 


both legs was more or less spastic. You may 
wonder why I say spastic when his gait is not 
spastic : I say so because he has increased knee- 
jerks and double extensor response, both of which 
point to disease of the pyramidal tracts, which, if it 
advanced, would surely lead to a dragging “ spastic ” 
gait. As to his micturition, he had continual 
dribbling of urine, and when his bladder was full 
his urine came away slowly and there was pus in 
his urine. But no stricture could be made out, 
and no enlargement of the prostate, so we had to 
conclude that his urinary trouble was due to spinal 
cord disease. His sensory functions were normal. 
After admission, jumping of the leg at night gave 
him much trouble—another symptom of pyramidal 
tract disease, and a forerunner of genuine rigidity. 
This was much relieved by veronal, which is a good 
drug for such a symptom. By the end of April 
there was some improvement; he thought he could 
walk better than before, and the symptoms, except 
those of the bladder, were rather relieved. We 
then made out a rather important fact which had 
not been made out before, namely, that his pupils 
were of the type known as Argyll-Robertson pupils, 
which means that they do not contract in the 
normal way to the stimulus of light, but do con¬ 
tract when he accommodates. In June he had more 
pain in his legs and in the sacro-iliac region, and 
much pain in the ankles, which he said impaired 
his walking. 

[The patient was here introduced, and most of the 
points mentioned were demonstrated. It was 
noticed, however, that there was still some reaction 
to light in one pupil.] 

The question is, What is the nature of this case ? 
That is difficult to answer precisely. When he was 
first admitted I thought it was simply an ordinary 
paraplegia, in which the legs were affected and the 
bladder also, and it occurred to me that there might 
have been some old transverse lesion in the dorsal 
region of the cord which would cause both those 
symptoms. But there are difficulties to consider. 
In the first place, there is no abnormality of sensa¬ 
tion, and if there had been an old transverse lesion 
of the cord you would have thought that there 
would be some remnant of sensory anesthesia left. 
Secondly, the symptoms came on gradually. So I 
rather gave up that idea, and thought that the 
gradual onset pointed to some degenerative change. 
If there is degenerative change of a systematic 
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nature, of course the pyramidal tracts must be 
affected, because he has an extensor response and 
increased knee-jerks. But an affection of the 
pyramidal tracts would not account for the diffi¬ 
culties of micturition. So, going on that idea, 
we must suppose that some other parts besides ‘ 
the pyramidal tracts are affected. Perhaps, too, ^ 
the pains, though I cannot definitely call them 
lightning pains, may point somewhat in the same 
direction, namely, to the possibility that the 
posterior columns may be involved as well as 
the lateral—in other words, there is some sort 
of “ combined degeneration.” Suppose he has a j 
degenerative condition of the spinal cord, is there 
anything to throw light on the nature of it? The 
condition of the pupils may do so. It recalls that 
which you find in two diseases, namely tabes and 
general paralysis. Those two diseases are very 
commonly, if not always, associated with syphilis. 
Not that they are exactly syphilitic, but that they 
are the result of old past syphilis, “ parasyphilitic ” 
or “ metasyphilitic” some people call them. So I 
am somewhat disposed to discount his statement 
that there has not been syphilis. Is there any¬ 
thing else by which we can arrive at the same con¬ 
clusion ? Much is written now about the state of 
the cerebro-spinal fluid in these two diseases, tabes 
and general paralysis. And it is found that when 
you examine the cerebro-spinal fluid in these 
diseases under the microscope you find a lympho¬ 
cytosis, that is to say, the fluid, instead of containing I 
hardly any lymphocytes, contains many. You may 
very well ask what I mean when I say many ? I 
turn to the remarks of Dr. Purves Stewart on that 1 
subject. He has examined a number of cases, and j 
he says that in ordinary cerebro-spinal fluid you j 
get one or two lymphocytes to the cubic millimetre, 
but that in fifteen tabetics whom he examined the 
average number was 125. The lowest number was 
14 and the highest 477. So even the lowest 
number in these cases is greater than in the ordinary j 
fluid. We have examined this man’s cerebro-spinal 
fluid twice. On the first occasion the Pathological 
Laboratory reported that there were roughly 42 
lymphocytes to the cubic millimetre, and in the 
other examination there was a much larger number j 
found, namely, 300. So this man has a lympho- i 
cytosis of the cerebro-spinal fluid, and I think under I 
the circumstances that points to the possibility that 
he has some degenerative condition of the spinal 
cord allied in some way to tabes, but affecting the 
pyramidal tracts principally, and the posterior ' 
columns less. 

We are also having the cerebro-spinal fluid 1 
examined for Wassermann’s reaction, but have 
not yet got the complete results. 

March 14 th t 1910. 


A BRIEF HISTORY OF CANCER.* 

By F. M. SANDWITH, M.D., F.R.C.P., 

Gresham Professor of Physic. 


LECTURE I. 

I do not know that I should have chosen the 
subject of cancer for these lectures, because it is 
still enveloped in the sadness of mystery, and 
although much has been learned about it during 
the last few years, we are still ignorant of the real 
causation of the disease. But some of you have 
asked me to do so, and I do not like to refuse. 

Let us first be certain what we mean by the word. 

| The term “ cancer ” has in the past undergone 
several changes in meaning, and it is now used in 
j different senses, so that it is necessary for us to 
j state precisely what we mean by it. Popularly 
I speaking, every malignant new growth is a cancer. 
Innocent tumours, which have little or no tendency 
to shorten life, are those which remain confined to 
their original site and are usually sharply defined 
from the neighbouring tissues, which they show no 
disposition to invade. Innocent tumours may be 
single or multiple, but they never occasion secon¬ 
dary disturbance, either in the neighbouring lymph¬ 
atic glands, or in internal organs. 

The word “tumour” is merely the Latin for 
swelling, or the state of being swollen, but instead 
of being generally used for any unnatural promin¬ 
ence in any part of the body, it is popularly used 
in the narrow sense of a large internal swelling 
which demands operation. 

A medical student, while walking the hospitals, 
learns the true meaning of many Latin and Greek 
words which doctors use to define accurately an 
abnormal structure, but when he exchanges hos¬ 
pital work for private practice he must familiarize 
himself with the interpretation that the lay public 
put upon terms. If he were to tell an old gentle¬ 
man that the wen on his head was a cystic tumour 
he might be correct technically, but he would pro¬ 
bably lose his patient, who would consider him an 
ignorant and alarming young man. A malignant 
tumour or new growth differs from an innocent 
tumour because it is not quite separate from the 
tissues around it, but has on the contrary the habit 
of spreading into them and destroying them. Also 

* Delivered at Gresham College. 
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some portions of the new growth invade the lym¬ 
phatic system, and, becoming arrested in the lym¬ 
phatic glands, cause secondary tumours there; 
others may enter the blood-stream and are thus 
carried to distant organs, such as the lungs or the 
liver, causing similar tumours within them, and in 
extreme cases almost every organ of the body may 
become involved in a year or two. 

The germs from which cancers arise exist in 
epithelial cells. Cancers are almost invariably 
tumours of which the essential elements all belong 
to only one single tissue, the epithelial, so that it 
is quite rare to find other tissues, such as cartilage 
or bone, represented in them. 

Cancer begins as a small, single nodule, which 
increases in size, penetrates the surrounding struc¬ 
tures, and finally destroys them completely. It 
has a power of regular increase which we do not 
know how to stop. It relentlessly, but slowly, 
attacks wider and wider areas, without any regard 
to the requirements of that special part of the body 
or of the body as a whole. The word “malignant” 
is in itself a relic of the superstition of the middle 
ages, for it was then applied to certain fatal 
diseases, because our ancestors believed that such 
diseases were due to the special influence of evil or 
malign spirits. The malignancy of cancer concerns 
us chiefly by means of its persistent dissemination, 
and the consequent recurrence of the disease even 
when all that is visible to the naked eye has been re¬ 
moved by the surgeon. It has therefore become 
necessary in operations upon cancer to remove not 
only the part affected but the neighbouring lymph- 
glands, which may possibly be already attacked 
though they do not show any signs of it. As the 
disease continues a tumour is formed after a time, 
which grows and is nourished like a normal part 
,of the body. Yet this tumour contributes nothing in 
return for the nourishment expended upon it. It 
is a true and dangerous parasite. The recurrence 
I have mentioned is dependent upon some small 
speck which has been left behind, which easily 
forms £ new centre of disease. The dissemination 
of the disease may extend to remote parts—for 
instance, cancer in the intestines causes secondary 
cancer, not only in neighbouring glands, but also 
in the liver. If the disease is left to itself the 
patient almost always dies. Debility or cachexia 
attacks him, and after a period varying from one 
to five years he dies of exhaustion. 


Although a diagnosis of cancer seems almost 
tantamount to a death sentence to the friends of 
the patient, yet this need not inevitably be the 
case. Putting aside for the moment radium treat¬ 
ment for superficial cancer, all authorities agree in 
insisting, wherever possible, upon the early and 
radical removal of a cancer by the surgeon, and 
where this has been done, and where there has 
been no recurrence for three years, we may regard 
that case as a cure. But of all diseases cancer is 
the most contradictory, and it is impossible to 
formulate axioms which are not at times at variance 
with facts. The endeavours that are being made 
to fathom the mystery of this disease have not 
been fruitless, though at present the results appeal 
chiefly to experts, but you may be sure that the 
efforts of many great minds will in time solve the 
mystery. We shall then not begrudge the time 
and work expended if the number of victims of 
cancer, which at present stands at the high figure 
of 30,000 annually in England and Wales, can be 
reduced. At present it is an awful fact that, on an 
average, the chance of a man above thirty-five 
years of age ultimately dying of cancer is 1 in n, 
and for a woman above the same age 1 in 7. 

This most terrible of human diseases is of great 
antiquity. For centuries men of learning have 
devoted much thought to it; every few years a 
prophet has arisen with a new theory, a theory 
eagerly studied by all those desirous of solving the 
mystery, and again and again we are disappointed, 
and the origin and cure of cancer remain plunged 
in the darkness of ignorance. Almost every other 
branch of medicine has advanced, more especially 
in the last decade, at an astounding rate. Doubts 
and difficulties have been cleared up, light has illu¬ 
minated the darkness, many of our most formid¬ 
able enemies, tuberculosis, typhoid fever,diphtheria, 
and malaria, to mention only a few, have been so 
fully brought to light that they have been rendered 
comparatively harmless, and we begin to realise the 
possibility of completely routing them, but in spite 
of persistent, patient work and the endeavours of 
some of the greatest minds, cancer still continues 
undaunted, unconquered. 

Dr. Jacob Wolff, of Berlin, has lately written a 
very comprehensive work on the history of cancer, 
and he tells us that when he first undertook to 
write it he had no conception of the amount of 
literature in many different languages to which 
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such a history would have to refer. He found 
thousands of works that related to it, thousands of 
minds had pondered in the past on the subject and 
had evolved theories, which have all been found 
wanting and are now thrown aside. 

In an Egyptian papyrus dating from the year 1500 
b.c., among other medical instructions certain reme- » 
dies are recommended for cancer, although it is 
probable that many swellings were included besides 
those of a malignant type. For an ulcerating 
cancer a certain ointment was used by the ancient 
Egyptians consisting chiefly of arsenic and vinegar, 
and this ointment continued in use till the sixteenth 
century. 

But a more systematic treatise on cancer can be 
found in the medical writings of ancient India. In a 
manuscript written 2000 years b.c., we find instruc¬ 
tions for the removal of cancerous growths with a 
recommendation to use the Egyptian ointment to 
prevent a recurrence of the tumour. Red hot 
irons were also used for this operation. As regards 
diagnosis and treatment, India was far in advance 
of Egypt, though in both countries anatomical 
knowledge was very limited. Until medical lore 
was separated from the mysticism and witchcraft 
which the priests, who were the only doctors, wove 
around it, medicine could not stand on any scien¬ 
tific basis. It is to the Greeks that we owe this 
great step in advance ; Hippocrates, the Father of 
Medicine, was the first to bring medical know¬ 
ledge into relation with natural phenomena and 
experience. 

There were seven men of that name, all more or 
less distinguished, living in the space of 200 years ; 
the sixth of them was the great Hippocrates, born 
460 h.c., who died in 375 b.c. 

In his numerous writings he referred again and 
again to cancer, and it was he who first gave it the 
name of cancer or crab. The meaning of the word 
is uncertain, but there are two suggestions: it is 
either so called because it w'as thought that the 
veins ramifying round the affected parts were like a 
crab’s claws, or because, as anciently believed, an 
animal was attacking the diseased parts. The word 
carcinoma also used is derived from the same source, 
for Carcinos is Greek for crab. Sarcoma is another 
Greek word meaning originally a fleshy lump. 

Hippocrates had no eminent successors, and 
in the first and second centuries a.i>. medical art 
passed from Greece to Rome. 
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Celsus was the greatest Roman doctor of this 
period, and he left behind him eight books of 
medical lore. Though his anatomical ignorance 
was great, though he stated that arteries were filled 
writh air, and he failed to distinguish between 
nerves and tendons, his books are full of wide 
experience and observation. He made a distinc¬ 
tion between cancerous tumours and other swellings, 
and described three forms of the disease. 

A hundred years later Galen (a.d. 131-203), that 
prolific writer, the founder of experimental physi¬ 
ology and pathology, somew hat enlarged the know r - 
ledge of anatomy by dissecting pigs, monkeys, and 
other animals. His teaching was based on the 
Hippocratic beliefs, but he advanced the theory of 
atra Mis, or black bile, being the cause of cancer. 
This black bile he considered arose from melan¬ 
cholic humours, and he pointed out that women 
of a melancholy disposition w r ere specially subject 
to the disease. On account of this black bile, 
which he wished to dispel, Galen recommended 
violent purges and venesection, fasting and special 
light diet. He reported cures effected by these 
means and by surgical operation. The theory of 
black bile as the cause of cancer persisted till the 
seventeenth century. 

With the decay and fall of the Roman Empire 
came the end of free and independent research in 
art and science, and very few names of any distinc¬ 
tion have remained to tell us what medicine accom¬ 
plished in those days. 

I may mention one only, Paul of /Egina, who 
alluded to external and internal cancers in his 
writings, but did not propound any new theories. 

From the seventh to the twelfth century 
medical knowledge passed into the hands of the 
Arabs, whose religion originally forbade dissection 
of human bodies, and owing to this their knowledge 
of anatomy and physiology w f as absolutely inac¬ 
curate and based on guess-work. 

Under these circumstances science could make 
little progress, and the Arabs devoted themselves 
chiefly to treatment, prognosis and diagnosis, in 
all of which they excelled, their chemical and 
botanical knowledge being remarkable and being 
of great assistance to them. The first Arab doctor 
of distinction was Rhazes, surnamed “ The Experi¬ 
enced ” (850-923). His theories on cancer give us 
nothing new ; he followed blindly in the footsteps of 
Hippocrates and Galen. You may be interested 
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in hearing his most excellent counsel to those 
about to choose a medical adviser, which is worth 
quoting : “ Study carefully the antecedents of the 
man to whose care you propose to confide all you 
have most dear in this world, that is, your life 
and the lives of your wife and children. If the 
man is dissipated, is given to frivolous pleasures, 
cultivates with too much zeal the arts foreign to 
his profession, still more if he be addicted to 
wine and debauchery, refrain from committing 
into such hands lives so precious.” 

After Rhazes came Avicenna (980 -1037), the 
author of over one hundred books, one of which, 
the 4 Canon of Medicine/ remained the standard 
work of the medical profession till the fifteenth 
century. He repeated much of what his prede¬ 
cessors said on the subject of cancer, but he was 
the first to recommend arsenic as an internal 
treatment for that disease, and this drug has been 
used almost ever since. 

Before the foundation of universities, medicine, 
as well as other sciences, was practised in the w'est 
almost entirely by monks, certain orders, the 
Benedictines especially, being devoted to these 
studies. 

But the supremacy of the Church hindered the 
development of science; all was done according 
to certain laws laid down by her, and no free 
thought or independent action was allowed. In 
1162 the Council of Tours forbade the clergy to 
practise surgery, and this art fell into the hands of 
wandering quacks and barbers, who brought it to 
such a low ebb that we may say surgery has only 
in the last hundred years or so taken its proper 
place as a great and wonderful science, to be 
practised only by the skilled and the wise. The 
monks devoted much time to translating the works 
of Galen and the other older authors, and the three 
hundred years during which medical science re¬ 
mained in their keeping are fruitless of any new 
discoveries or any advance in the knowledge of 
medicine. Magic, alchemy, faith-cures, astrology, 
and exorcisms played the most conspicuous part 
in their treatment. 

Not till the foundation of the schools of Salerno 
in Italy and Montpellier in France, about 1150, did 
medicine gain any vitality, although the Church 
continued to dominate these institutions and 
rigorously maintained her right to choose what 
books were allowed for study. For this reason 


the teaching at these schools was almost entirely 
| theoretical, based on the writings of the ancients; 
the practical side was little studied, and only on 
rare occasions was the corpse of a criminal handed 
over to the professors for demonstration classes. 
Surgery was either not taught at all or only 
privately. 

It is strange to think that nowadays a treatise 
on medicine is antiquated after four or five years 
and a new edition with up-to-date improvements 
has to be brought out, whilst the doctors of the 
middle ages clung to the works written hundreds 
I of years before, and considered it sacrilege to 
l cast a doubt upon the ancient tffitings. 

| The school of Salerno had many opportunities 
of studying diseases at the time of the crusades, 
for most crusaders passed through southern Italy 
and brought with them a variety of maladies. 
Many doctors belonging to this school wrote about 
j cancer, the distinction between the different growths 
receiving attention, but the theory of black bile 
I caused by melancholy humours still persisted. 
Some recommended radical operations, others were 
opposed to them, and considering how unskilled 
the surgeons were, any serious operation must have 
been attended with considerable risk. 

The school of Montpellier confined itself to 
studying Arabic and Jewish authors, till a certain 
Lanfranchi was banished from the Italian school 
and came as a teacher to France. Surgery then 
came to be studied scientifically in France for the 
first time, and it was here that, among the ranks of 
barber surgeons, there arose some who made their 
handiwork a science and raised the art of surgery 
to a higher level. De Mondeville, the greatest of 
t this school, ventured to recommend, as the only 
I cure for cancer, radical excision, leaving not the 
i smallest particle of infected matter behind. 

It was at about this time that we hear of the first 
scientific doctor in England, known as Gilbert the 
Englishman. In his writings he also recommended 
excision as the best treatment for cancer. 

The sixteenth and the beginning of the seven¬ 
teenth centuries saw the triumph of that great 
transitional movement in Europe from the middle 
| ages to the modern world, the revival of letters and 
arts, to which we have given the name of renais- 
! sance, or new birth. It was a time of general 
| awakening, of emancipation from old, time-honoured 
fetters, of enthusiastic reception of new truth. The 
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discovery of America, the Protestant reformation, 
the invention of printing, all events of far-reaching 
importance, belong to this wonderful period, and 
medicine, like every other science, made progress. 

In 1628 Harvey published his discovery of the 
circulation of the blood, anatomy and physiology 
were remodelled, and new methods of operating 
were introduced. 

Vesalius, of Brussels, proved that Galen's teach¬ 
ing was based on anatomical errors, owing to the 
fact that he was ignorant of human anatomy and 
had only dissected pigs and monkeys, but Vesalius 
and his followers for the most part still slavishly 
followed Galen in bis definition of, and prescrip¬ 
tions for, cancer. 

One of the most learned men of France during 
the Renaissance period, a man of theory more than 
of practice, was Jean Kernel, born in 1497, physi¬ 
cian to Henry II of France. His theories of 
cancer were merely those derived from Galen, and 
the reason I mention him is because, as some of 
you may remember, he was held up, at the founda¬ 
tion of this Chair, as a type for the Gresham Pro¬ 
fessors of Physic to follow. 

Germany and England were at this time far 
behind France and Italy in medical knowledge. 
Those who wished to study medicine had to visit 
the universities of Italy and France—a long journey 
beset with difficulties. The teaching was in Latin, 
and was based, as you see, on the writings of the 
ancients. Harvey studied medicine at the uni¬ 
versity of Padua. 

The greatest surgeon of this date in England was 
William Clowes, born in 1540, physician to Queen 
Elizabeth. The cure for cancer which he had the 
greatest faith in was the laying on of the hands of 
the Queen. 

For more than a thousand years the black-bile 
tlieory of cancer had persisted, and even the 
greatest physicians had not ventured to oppose it. 
The first man who attempted to upset these notions 
by introducing new, though somewhat vague and 
mystical theories, was Paracelsus, a German, born 
in 1493. He attributed cancer to a superfluity 
of mineral salts in the blood. His opinions and 
those of his successors were not of great importance, 
but at least we owe it to him that the theories of 
Galen were at that time questioned, sifted, and 
presently set aside. 

Paracelsus was the first sceptic, and others 
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followed, but not till the middle of the seventeenth 
century did medicine finally rid itself of the fetters 
of superstition forged by the ancients and become 
enabled to absorb new beliefs. 

To two philosophers we are chiefly indebted for 
this independence of thought, to Francis Bacon, 
Lord Verulam in England, and to Rene Descartes 
in France. Bacon insisted upon the necessity of 
applying to science original methods of study, of 
interpreting Nature as the foundation of natural 
science, of accumulating accurate facts as a basis 
whereon to construct theories, for from facts alone 
could conclusions be drawn. He was ignorant of 
medicine, but, as he himself described it, he “rang 
the bell which called the other wits together.” He 
was the originator of scientific experimentalists, 
and a true disciple of Plato. 

Further accuracy was attained by the invention 
of the microscope in 1592, and although it was but 
a very imperfect instrument, it yet enabled Malpighi 
to discover the existence of the red blood-corpuscles. 
In 1652 a Swede demonstrated the existence of the 
lymphatic vessels. Descartes has the reputation 
of having propounded the theory that cancer was 
due to alteration in the lymph-stream, and for 
nearly 150 years all medical authorities accepted 
this doctrine, and their researches were confined to 
the investigation of the nature of lymph. It was 
thought that lymph coagulated and hardened under 
certain circumstances, forming a “scirrbus,” which 
was not malignant, but if the lymph fermented or 
became sour cancer developed. All sorts of 
experiments were tried with lymph, and some 
authorities accepted the theory that lymph suffered 
a process of degeneration. 

Monro, in Edinburgh, was a faithful follower 
of the lymph theory and strongly opposed operative 
measures, and his influence on English medicine 
was such that for a time operations for cancer were 
considered inadmissible in this country. 

Cullen, also of Edinburgh University, demon¬ 
strated that the black fluid ejected by patients 
suffering from cancer of the stomach was not 
black bile, as heretofore believed, but the contents 
of the stomach discoloured by blood. He thus 
finally put an end to the black-bile theory. 

John Hunter, born in Scotland in 1728, exercised 
great influence on the schools of thought of his 
day. You may know that his memory is still so 
revered in his profession that an annual oration is 
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delivered at the Royal College of Surgeons in 
London, called the “ Hunterian Oration,” to com- 
niemorate his memory and work, and that at the 
4 succeeding banquet the toast to his memory is 
drunk in silence. He believed that the coagula¬ 
tion of lymph was the cause of cancer, and he 
pointed out the fact that cancer tumours arose 
through the activity of the organism itself, that 
their construction was similar to normal tissues, 
that they lived, grew, and were nourished by the 
organism. His theories were an immense step in 
advance. He tried to arrest the growth of cancers 
by compressing the lymph-vessels. He preached 
the doctrine of the necessity for studying the 
anatomical construction of cancer, and his teaching 
bore good fruit. 

A society for investigating the nature and cure 
of cancer was inaugurated in 1802, and its re¬ 
searches, admirably carried out, are still of interest. 
A series of questions was drawn up and circulated 
among all the leading English doctors of the day. 
The questions were as follows : 

(1) The diagnosis of cancer. (2) The nature of 
cancer, particularly the pathological and anatomical 
nature. (3) Is cancer a primary disease, or can 
other diseases develop into cancer ? (4) Is cancer 

hereditary? (5) Is cancer infectious? (6) Has 
cancer any connection with other diseases, such as 
scrofula? (7) Is cancer at one stage of local 
origin only, and has it a tendency to develop 
similar tumours in other parts of the body ? (8) 

T he influence of climate and surroundings in the ! 
distribution of cancer. (9) Is there a predisposing 
temperament? (10) Do animals suffer from it? 
But the times were not ripe for such investiga¬ 
tions, and the society came to an end four years 
later without throwing any great light on the 
matter. 

In France Bichat gave stimulus to the study of 
cancer by recognising the different tissues and 
proclaiming that diseases arose within them. His 
work exercised great influence on the age in which 
he lived, and he has been called the Napoleon of 
Medicine, for it is astounding to find how much 
original work he accomplished in the short span of 
thirty-one years. The wisdom of the ancients j 
could give little satisfaction to a man who once 
remarked : “ You may observe disease of the heart, 
lungs, abdominal viscera, etc., night and morning 
by the sick bed for twenty years, yet the whole 


furnishes merely a jumble of phenomena which 
unite in nothing complete; but if you open a few 
dead bodies, you will see the obscurity speedily 
give way—a result never accomplished by observa¬ 
tion if we do not know the seat of the disease.” 

But a new era was opened in the study of cancer 
and other diseases by the introduction, in 1824, of 
a new and greatly improved microscope. It is 
j believed that the first microscope came from 
* Holland, late in the sixteenth century, but its use 
was very limited, as it was difficult to see through 
it at all clearly. As soon as a really serviceable 
l instrument was produced, it became evident that 
1 an immense help had come to the study of patho¬ 
logy, and every year makes us more and more 
dependent upon it. 

I With the aid of the microscope the cells as the 
elementary form in the structure of plants and 
animals was recognised in 1838. Schwann, a 
German, published a pamphlet on the analogy 
in the structure and growth of animals and plants. 
He distinguished the cell, the nucleus and the 
nucleolus, and understood their significance in the 
growth of plants. He announced that all animal 
tissues could be traced to a similar cell formation, 
and proclaimed that all new growth (or cancer) 
consists of an accumulation of cells. His theories 
were very generally accepted, and Muller, a 
follower of Schwann, definitely proved the cellular 
construction of cancerous growths. 

When these facts were established, Muller’s 
followers did their utmost to prove that peculiar 
cells were the origin of malignant growth. Various 
theories, all based on the cell theory, were pub¬ 
lished, but the great German professor of pathology, 
Virchow, dispelled them all in 1858, by inaugura¬ 
ting a new, more elaborate and very skilful cell 
theory, the belief in which has prevailed till now 
in many schools. His predecessors had tried to 
find the origin of new cell formation, and asked 
from what element in the body did they arise? 
He stated : “ Where a cell arises there a cell must 
have previously existed, just as an animal can only 
spring from an animal, and a plant only from a 
plant.” The cell, according to him, was the origin 
and foundation of all life. 

The doctrine of continuous cellular development 
put an end to all previous conceptions of cancer, 
for scientists recognised then that nothing organic 
could spring from any exudation, lymph, or other 
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matter; it must arise from its living predecessor, its 
own ancestor. 

Tumours, according to Virchow, arise thus : 

(1) Increase in volume of the existing elements, 
if there is simple hypertrophy. 

(2) Increase in the number of the existing 
elements, evidenced, first, when the new elements 
resemble the type of the existing one, again hyper¬ 
trophy, or secondly, when the new elements present 
a new type, an organic formation differing in shape 
from the normal. 

“ Neoplasms consist of normal tissues, but are 
present in places where they do not belong.” 

Later arose the so-called epithelial theory, that 
is, the belief that all cancers originate in the epi¬ 
thelial cells. 

Many and various have been the theories which 
have arisen in connection with the cellular 
doctrines, which it is unnecessary for me to refer 
to here. It had been recognised that cancer was 
a new growth of epithelial origin, and that cancer- 
cells were altered epithelial cells. But what no one 
has been able to throw any light upon yet is why 
the normal epithelial cell is suddenly and disas¬ 
trously changed into a destructive factor. Of late 
years bacteriology has illuminated many a mystery 
of disease, and attempts are now being made to 
apply this science to the study of cancer also. 

There are some grounds for believing that cancer 
belongs to those illnesses which are of parasitic 
origin. Clinical observation of a general nature 
had long ago given rise to the belief that cancer 
was a contagious disease. The ancients believed 
it to be so, as soon as it became ulcerating, and in 
the seventeenth and eighteenth centuries it was 
considered just as infectious as consumption. 
Even the house, where a cancer patient had lived, 
was considered infectious, and disinfection was 
advised. Gradually the belief of infectious vapours 
proceeding from the unfortunate patient gave 
place to the credence of infection taking place by 
contact. 

This could only be proved experimentally, 
and the questions to solve were : Under what con¬ 
ditions is cancer contagious? and of what nature 
is the agent which conveys the disease? 

These questions are occupying the minds of 
those engaged in cancer research in all countries. 
If these problems could be solved the all-important 
question of the cause of cancer might be answered. 


The nature of cancer would be understood and 
possibly new and effective remedies might suggest 
themselves. 

To prove the parasitic nature of cancer, expe¬ 
riments on animals, which have so often come to 
our assistance when other methods have failed, had 
to be tried. But in other cases the agent of 
infection has generally been known first, so that by 
injecting the infected material into animals the 
nature of the disease could be further studied, 
but in this case we are still ignorant of the 
nature of the carrier, and experiments are there¬ 
fore unfortunately based somewhat on guess-work. 
Peyrilhe, in the eighteenth century, tried to infect 
a dog artificially with cancer, but failed, and 
many experiments of the same kind have been 
tried since. But experiments are only of value to 
prove the parasitic nature of a disease when the 
animal experimented on produces the disease in 
question after injections of pure culture or the 
implanting of the experimental tissue containing 
the living parasite. If this could successfully be 
done in the case of cancer the problem would, to a 
great extent, be solved. 

To the elucidation of this problem, the discovery 
of the cancer parasite, many of our greatest scientists 
are devoting years of patient, undaunted study. 
Abuse is heaped upon them by the ignorant, whose 
cry is that poor rats and mice are sacrificed in 
experiments with no results to show that the 
sacrifice is of material use. We believe firmly that 
truth lies in the direction the bacteriologists are 
following, that truth will prevail, and that the 
labours of these workers will some day be rewarded 
by success. 

A fund has been instituted since 1902 for 
special research work on cancer, the Imperial 
Cancer Research Fund, of which the King is Patron 
and the Prince of Wales President, while many dis¬ 
tinguished names are on the list of Vice-Presidents 
and Committee. The idea of such a fund originated 
in 1901 in a conversation between a private gentle¬ 
man and a member of the Council of the Royal 
College of Surgeons of England. This gentleman 
maintained that he could raise in the City of 
London and elsewhere in a short time a sum of 
^100,000 or ,£150,000 as the capital of such a 
Fund. This considerable sum was considered 
necessary, because it was foreseen that the investiga¬ 
tions would last many years, and it was arranged 
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that if the happy object were attained and the 
investigations proved successful, the Fund should 
eventually be used in furthering the prevention of 
cancer and for the treatment of poor people suffer¬ 
ing from it. 

The Royal Colleges of Physicians and Surgeons 
were approached with a request that they would 
take control of the investigations, and they con¬ 
sented to do so. A scheme was formulated which 
ran thus : 

“ In order to promote investigations into all 
matters connected with or bearing on the causes, 
prevention, and treatment of cancer and malignant 
disease, steps shall be taken : 

“(i) To provide, extend, equip and maintain 
laboratories to be devoted to cancer research. 

“(2) To encourage researches on the subject of 
cancer within the United Kingdom or in the 
British dominions beyond the seas. 

“ (3) To assist in the development of cancer 
research in various hospitals and institutions 
approved by the Executive Committee. 

“ (4) And generally to provide means for syste¬ 
matic investigation, into the causes, prevention, and 
treatment of cancer.” 

President, trustees, treasurers, etc., were elected, 
and a general scheme was outlined. Most unfortu¬ 
nately the gentleman referred to became ill imme¬ 
diately after the Colleges had taken the matter in 
hand, and he died before he had brought the 
matter to the notice of his friends. But the scheme 
was not allowed to drop. 

Donations of ^5000 each were promised by the 
Goldsmiths’ Company, Mr. Bischoffsheim, and 
Messrs Wernher, Beit and Co., and a strong appeal 
was sent to the'‘Times.’ By the middle of the 
year 1902, only nine months after the question had 
first been mooted, a start was made with ^30,000. 
Dr. Bashford was appointed as superintendent of 
cancer research, and visited Germany to inquire 
into the position of the investigations there, and to 
endeavour to co-operate with workers in that 
country. 

Over 10,000 cases of cancer have since been 
reported upon by the hospitals of Great Britain, 
and the number of cases from abroad is being 
augmented. 

T he investigations began on a modest scale, but 
six years’ experience has taught much in regard to 
the requirements of cancer research. During the 1 


year ending July, 1908, the hon. treasurer reports 
that the sum of ^11,000 has been invested, and 
that the capital of the fund now stands at ^126,200, 
including ,£40,000, a gift from the late Mr. Bis¬ 
choffsheim, and a legacy of £10,000 from Mrs. 

' Gore-Lloyd. 

The fund is the most complete thing of its kind 
in the world, and about a month ago I had the 
pleasure of visiting the laboratories, which are under 
the control of Dr. Bashford and four scientific 
assistants. In one room alone I was told there 
were 10,000 mice neatly stored in ventilated boxes 
standing on shelves. Each mouse has to be in¬ 
spected daily, and necessary care taken of its 
health and diet. Some of these mice are used for 
research work, and it appears that the ordinary life 
of a mouse extends to eighteen months, no one of 
them in these laboratories having as yet attained 
two years. It is towards the end of the brief life 
of the mouse that it becomes liable to natural 
cancer. • 

The first report of the Imperial Cancer Research 
Fund was published in 1904, and chiefly recorded 
investigations of a general kind. The second 
report, which appeared a year later, concerned 
itself with existing theories and hypotheses, which 
were reviewed and discarded “owing to their being 
incompatible with the results of comparative and 
experimental study.” Attention was also drawn to 
| the association of cancer with different forms of 
irritation, for instance, the cancer of the fingers 
not uncommon in needlewomen whose fingers are 
constantly pricked, of cancer of the lips and mouth 
in men who habitually smoke clay pipes. Other 
special forms of cancer, in natives of hot countries, 

I due to outward irritation, I will speak of later, 
when we come to discuss the causes of the disease. 

Three years after the second report the third 
one appeared, and considering the extreme caution 
necessary in compiling statistics and data, and the 
amount of information gathered from all parts of 
the world, the interval does not seem long. Slow 
progress, but sure progress is necessary to ensure a 
safe basis on which to build up the experimental 
study of cancer. 

The conclusions arrived at in the 1905 report 
have now been extended to varied and extensive 
material, “ which includes seventy malignant new 
growths of the mouse ” which can be propagated. 
These tumours are not only of epithelial origin but 
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have been found to arise also in the connective 
tissue. 

The question of heredity is entered into in this 
report, but I will not now refer to this. The con¬ 
clusion generally come to by the scientific advisers 
of the Fund is that surgical removal of a cancer 
should be attempted whenever possible. 

In July, 1906, an important discovery was 
announced from the laboratory that animals 
could be rendered resistant to cancerous inocu¬ 
lations by preliminary treatment with normal 
tissues—that is, the inoculation into a mouse 
of normal tissue before the inoculation of the 
experimental tumour of that tissue (skin, in the 
case of skin cancer, etc.) makes the mouse re¬ 
sistant to that infection. There are fluctuations 
in the rate of increase of cancer-cells, the discovery 
of which fact has great practical importance. 
There is a promise that dissemination and the 
formation of secondary growths in distant organs 
may be prevented by inoculation of normal tissues. 

These facts could only have been ascertained by 
experiments on living animals, but although these 
experiments give promise of success in mice, it 
would be premature to attempt as yet any such 
treatment in man. 

“If the report be reviewed as a whole,” the 
compiler concludes, “ it will be obvious that the 
experimental study of cancer has already enabled 
us to approach many—practically all—clinical and 
pathological aspects of the disease to which it has 
been applied.” 

“ Cancer,” the report tells us, “ is ubiquitous in 
man and vertebrate animals.” Cancer tissue in one 
species of animal is peculiar to that animal, and is 
not transferable to other species. For instance, 
the cancer of dogs cannot be transmitted to mice, 
and vice versa . 

No antitoxic or other serum with curative 
powers, no prophylactic vaccine has yet been 
produced, and there is, unfortunately, no hope to¬ 
day that this great boon will reach us. The early 
surgical removal of tumours is amply justified by 
experiments, and no substitute for this treatment 
hasbeen found. The ray of hope given us in the 
report for the future treatment of cancer is this : 
“ Further investigation is indicated in the direction 
of preventing dissemination of a malignant new 
growth by increasing the resistance of the organism.” 
More than this cannot as yet be said. 


• Speaking to the delegates at the Congress of 
Tuberculosis in 1901 His Majesty the King spoke 
these memorable words : “ There is still one other 
terrible disease which has, up till now, baffled the 
scientific and medical men of the world, and that 
is cancer. God grant that before long you may 
be able to find a cure for it or check its course: 
and I think that to him who makes this discovery 
a statue should be erected in all the capitals of the 
world.” 
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Jena, 1907. 
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Nageli has been examining recently 138 persons 
who had been awarded an indemnity on account 
of an industrial traumatic neurosis. In direct 
contrast to the medical certificate in many cases, 
the later condition was found unexpectedly good. 
None presented evidences of permanent injury 
from the neurosis. The indemnity had been based 
on the assumed loss of from 30 to 80 per cent, of 
the earning capacity on account of the traumatic 
neurosis, but the earning capacity in all, except 
those with organic disease, was found equal to that 
before the accident, and many were earning higher 
wages. The difference between his findings, in 
Switzerland, and those of physicians in Germany, 
he ascribes to the different mode'of settling such 
claims. When the claim is settled definitely, once 
for all, the traumatic neurosis promptly subsides 
and the earning capacity is restored so far as the 
neurosis is concerned. It never recurred in any 
of the cases examined, and never developed into a 
psychosis. He declares that in future we can 
assure such patients of a speedy and permanent 
cure with a confidence which we have not hitherto 
possessed. This in itself will ward off neurosis in 
many cases. He appeals to others to inform him 
in regard to all cases of traumatic neurosis en¬ 
countered, as he wishes to continue his research 
on the subject, hoping thus to establish a basis for 
this phase of industrial accident legislation.— -Jourru 
A . M\ A ., vol. liv, No. 9. 
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AN ADDRESS 

ON 

SOME CLINICAL AND THERA¬ 
PEUTIC ASPECTS OF THE 
PITUITARY BODY.* 

By H. CAMPBELL THOMSON, M.D., 
F.R.C.P.Lond., 

Physician to Out-patients at the Middlesex Hospital; 
Physician to the Hospital for Epilepsy and 
Paralysis, Maida Vale. 


The ductless glands, from being regarded as ves¬ 
tigial structures and anatomical curiosities, have 
recently become objects of importance, both to 
the physiologist and the practising physician. For 
not only do these glands exercise an influence 
over the processes of general nutrition, but, 
what is the more extraordinary, they combine 
together in order to do so, and so intimate is 
their relationship that the activity or sluggishness 
of one is capable in certain circumstances of 
influencing the activity or sluggishness of another. 

As it would obviously be impossible to speak of 
all the ductless glands in one lecture I propose to 
consider chiefly the action of the 

Pituitary Gland, 

and to put before you some of the results of its 
abnormalities and its apparent relationships to 
other glands of the same group. 

The pituitary gland rests in the sella turcica of the 
sphenoid and is composed of two lobes. The 
anterior of these originates as an outgrowth of the 
pharynx, and consists of glandular tissue of a nature 
closely similar to that of the thyroid, while the pos¬ 
terior, known as the infundibular body, arises from 
the mid-brain, and is in the main composed of 
loosely arranged neuroglial tissue together with 
pigmented cells and blood-vessels. Between these 

* Delivered before the Medical Society of Bedford. 
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two lobes there is an intermediate portion (pars 
intermedia), the structure of which is partly 
glandular and partly vascular. The anterior lobe 
secretes a colloid substance which apparently flows 
through the neuroglial spaces of the posterior lobe 
and thence into the cerebro-spinal fluid of the third 
ventricle (Herring). So far as can be judged at 
present it is to this lobe, in company probably 
with the pars intermedia, that the influence which I 
the pituitary 7 exercises on nutrition must in the 



Fig. 1.—Case of acromegaly, showing enlargement of 
hands and elongation of face. 


main be ascribed. On the other hand the posterior 
lobe is by no means inert, since from it can be 
obtained an extract which is capable of raising 
blood-pressure in a manner which closely resembles 
that of the supra-renal bodies. 

That the pituitary body is essential to the life 
of animals has been shown by Paulesco, Cushing, 
and Redford. A few hours after the gland has 
been removed the animals become lethargic and 
gradually drift into a comatose state, with feeble 
pulse and subnormal temperature. Injection of 


an infusion of a recently removed gland does not 
improve matters, and alter death no special changes 
are to be found in the tissues. 

Though quality of secretion is doubtless quite as, 
if not more important than quantity, our knowledge 
up to the present does not permit us to make 
statements on this point with any certainty, and it 
is perhaps best to be content for the moment 
provisionally to divide the pituitary abnormalities 
into the broad divisions of over-secretion and 
under-secretion. With excessive secretion we 
associate the characteristic overgrowths of tissues 
known as acromegaly together with the allied 
condition of gigantism, while to deficiency of secre- * 
tion we believe to be due certain types of arrested 
development spoken of as infantilism. 

The characteristics of acromegaly are too well 
known to need any detailed description. The 
disease was first described by Pierre Marie and 
was shown by him to be closely associated with 
tumours of the pituitary body. Subsequent observa¬ 
tions have shown that tumours of the pituitary 
body may exist without acromegaly and conversely 
that acromegaly may occur independently of 
pituitary tumours. Further, pituitary tumours may 
not only fail to produce acromegaly or giantism 
but they may even be associated with the seemingly 
opposite condition of infantilism. On the strength 
of such observations as these some writers have 
cast doubts upon the causal relationship betw-een 
the pituitary body and acromegaly, but the 
discrepancies are not at all insuperable if it be con¬ 
ceded, as I think it must, that quantity and quality 
of the secretion are the essential points that matter, 
while the presence of a tumour is, so to speak, an 
accidental accompaniment. It is, indeed, thought 
by some that acromegaly is due to a general 
toxaemia possibly of intestinal origin, and that the 
changes in the pituitary gland are of a reactionary 
nature and due to the stimulation of the poison. 
Clinical observations, so far as they go, however, 
seem to lend support to the existence of a direct 
causal relationship between the gland and the 
disease. Thus Cushing* instances two cases 
(one of his own and another published by 
Hochenegg) in which removal of the gland was 
followed by distinct reduction in size of some of 
the enlarged bones. These cases not only lend 

♦ ‘Journal of American Medical Association,' July 
24th, 1909. 
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support to the hypothesis that pituitary abnor¬ 
malities cause acromegaly, but, as Cushing points 
out, they are evidence that the abnormalities in 
question are probably those of excessive secretion. 
Though it is admittedly dangerous to draw con¬ 
clusions from analogies, the comparison of ex¬ 
ophthalmic goitre and myxcedema on the one hand 
with acromegaly and infantilism on the other hand 
is altogether too tempting to pass over and too 
striking to be entirely ignored. If, however, the 


The difference between the direction of growth 
in the giant and in the acromegalic is thought to 
depend upon the age at which the influence of 
the pituitary body is brought to bear. If the malign 
! influence is exerted while the subject is still in 
the teens the outcome is that of a giant, but if 
natural growth in the upward direction has ceased 
the resulting effect is that of acromegaly. 

Excessive height is undoubtedly abnormal and 
1 the majority of giants are delicate and short-lived. 



causal relationship is admitted, it still does not 
necessarily follow that the pituitary gland is respon¬ 
sible for all the symptoms, and it is more than 
probable, as will be seen later, that the thyroid and 
other ductless glands frequently contribute their 
part. 

Another interesting subject to which allusion 
has already been made is that of— 

Gigantism, 

which is closely allied to acromegaly, inasmuch as 
it is thought to depend on similar, if not identical, 
modifications of the pituitary secretion. 


Acceptation of this view of the origin of giants 
must entail belief that the pituitary secretion is 
one of the principal precedents of the process of 
growth, for it is impossible to say with scientific 
exactness at what height a man is to be called a 
giant. If this is the case we must suppose that 
the secretion from this gland undergoes some 
definite modification at the period of life at which 
upward growth naturally ceases, and it would be 
interesting to know whether any such changes can 
be detected. 

Mention has already been made to the close 
relationship that exists between the different duct- 
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less glands. The intimate interaction that exists 
between the thyroid gland and the pituitary body 
is shown, for instance, by the fact that in cretins 
the pituitary gland has been found to be enlarged. 
Also removal of the thyroid in cats has been 
followed by pituitary enlargement and excessive 
secretion (Herring). Other examples of the rela¬ 
tionships which exist are seen in the frequency with 
which pancreatic glycosuria has been observed to 
occur in the course of exophthalmic goitre, and to 
a less extent, in pituitary disease. Again, abnor¬ 
malities of the pituitary body are often accompanied 
by arrested development of the testicles, and the 
changes that take place in the size of the thyroid 
during the periods of pregnancy and menstruation 
afford further evidence of the correlation that exists 



Fig. 3. —Showing the relationship of the pituitary body to 
the optic chiasma. (From Middlesex Hospital Museum.) 

between the functions of these important glands. 
Cases in which some of the symptoms of acro¬ 
megaly are attributable to the thyroid have been 
commented on from time to time, and some authors 
consider that abnormalities of this gland occur in 
every instance. It is thus with Franchini and 
Giglioli,* who speak of frequently having observed 
thyroid medication produce a diminution of the 
subcutaneous cellular tissue, while the more promi¬ 
nent acromegalic changes in the bones remained 
unaltered. Such a case in which acromegaly 
improved with thyroid medication has recently 
come under my own observation. 

The patient, a woman of middle age, first con¬ 
sulted an ophthalmic surgeon on account of head- 

* * Nouvelle Iconographie de la Salp£tri£re,’ 1908. 


ache and failing sight, and it was then found that 
she had lost her vision over a large part of both 
temporal fields, /. e\ she was suffering from bi-tem¬ 
poral hemianopia. To produce bi-temporal hemi- 
anopia there must be pressure on the centre of the 
optic chiasma, and owing to its situation (Fig. 3) 
by far the most likely cause of such pressure is an 
enlargement of the pituitary gland. The discovery 
of bi temporal hemianopia was therefore in itself 
highly suggestive of the presence of pituitary en¬ 
largement, and this supposition was strengthened 
by the massive appearance of the face and the 
enlarged hands, all of which left no doubt that the 
changes were those of acromegaly. The hands 
were, however, besides being enlarged and squared 
at the finger-tips, distinctly puffy, but beyond this 
there were no signs that could be attributed to 
thyroid insufficiency. The hair was natural, the 
skin acted freely, and there was no general sugges- 
' tion of myxoedema. The headache, already men¬ 
tioned, was a prominent symptom, and it was felt 
most intensely over the region of one, in this case 
the left, temple, a situation in which, according to 
my experience, it is particularly apt to occur in 
acromegaly. For a time I prescribed preparations 
of pituitary gland but with no obvious results, and 
then, bearing in mind the close relationship of the 
pituitary and thyroid glands and noting also the 
excessive puffiness of the hands as compared with 
those of another case of acromegaly who was under 
observation at the same time, I added some thyroid 
to the prescription. The results of this addition 
were encouraging. The puffiness of the hands 
I became distinctly less, just as was observed in 
similar instances by Franchini and Giglioli, and, 
moreover, what was especially interesting, the fields 
of vision expanded and the headache diminished. 
The exact nature of the association between the 
two glands in such cases is at present a matter 
for speculation. It is possible that the two act 
together in response to some toxcemia that affects 
both, and that the administration artificially of 
thyroid relieves matters and turns the balance, 
at any rate so far as a few of the symptoms are 
concerned. In the case illustrated in Fig. 1 taking 
I thyroid has produced no appreciable result. It 
is true the symptoms appear to have become 
, stationary, but as they ceased to progress before he 
began to take thyroid no special influence can here 
1 be ascribed to the drug. Moreover the type of 
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disease was somewhat different, as can be seen by 
comparing the shape and appearance of the hands. 

From what I have read and observed I think it 
is clear that cases of acromegaly differ in many ways 
from one another, and especially as regards par- | 
ticipation of thyroid abnormality, and the instances 
in which administration of this gland may be 
expected to do any good are those in which the j 
thyroid is directly involved. In such cases it seems j 
possible to obtain a certain degree of relief, as J 
occurred in the case I have just recorded. On the > 
other hand, in a large number of instances the 
administration of thyroid produces no recognisable 
results whatever. After the characteristic changes of 
acromegaly have once taken place it is not easy to 
imagine how in any circumstances there could be 
much retrogression, but it is always permissible to ] 
hope for a cessation of progression, and considering j 
the peculiar relationship that undoubtedly exists 
between the glands, it is reasonable to try the effects 
of thyroid medication, at any rate in the early stages 
of the disease. 

On the hypothesis that acromegaly is caused by j 
too much pituitary secretion, it is not logical to give 
preparations of the gland as a remedy any more 
than it would be to give thyroid gland to a patient 
suffering from exophthalmic goitre. Nevertheless 
in our present state of knowledge it is, I thinks per- I 
missible, and possibly advisable, to prescribe I 
pituitary gland on the chance of some benefit j 
accruing, provided of course its effects are kept j 
under careful observation. I must say, so far as 1 
my own observations extend, I have never seen 1 
the administration of pituitary gland produce any I 
appreciable effect on the patient one way or another, 1 
but perhaps as more becomes known different doses j 
and preparations may in the future bring more 1 
substantial results. 

I will next mention an interesting instance of— 

Acromegaly of Acute Onsets 
which occurred in a young woman, aet. 19 years, 
who was the subject of rapidly spreading malignant ; 
disease of the glands of the neck. 

During the last few weeks of her life, while she 
was under observation in the Middlesex Hospital, 
her hands and feet rapidly increased in size as also 
did her lower jaw, so that her general appearance 
was quite characteristic of acromegaly. 

After death the pituitary body was found to be 


firmer and a little larger than usual, but otherwise 
there were no abnormalities apparent. 

I think this case is worthy of note for two 
reasons : First, because of the great rapidity with 
which the signs of acromegaly advanced, which, in 
itself, must be extremely unusual; and second, 
because of the association of the signs of aero- 
megaly of such peculiar onset with the extensive 
disease of the glands of the neck. 

This association may have been mere coinci¬ 
dence, but it is worth recording in case of any 
relationship that may possibly be found in the 
future to exist between the lymphatic system and 
the ductless glands. 

Since the origin of the lymphatic system is 
closely connected with the thymus gland, and as 
many think the thymus belongs to the same 
class as the thyroid and pituitary bodies, the pos¬ 
sibility of the existence of some distant relationship 
between the pituitary body and the lymphatic 
glands is perhaps not so remote as might at first 
thought appear. 

I must now allude very briefly to the opposite 
effects of pituitary disease, viz. 

Infantilism , 

which is generally thought to be associated with a 
lessened activity of the gland. 

The principal peculiarities of these cases are 
lack of general, and more especially sexual develop¬ 
ment, together with a frequent tendency to undue 
adiposity. 

That many of these cases possess enlarged 
pituitary glands, has been inferred during life from 
the presence of bi-temporal hemianopia, and proved 
by the findings after death. Nevertheless, we 
must not too hastily assume that the pituitary 
body is necessarily the only, or even the principal 
factor in their production, for the relationship of 
the different ductless glands is so complex that it 
is not by any means possible always to say to 
which the primary influence is due. 

Moreover, to show how subtle is the influence 
which the internal secretions of these different 
organs exert over development, I may remind you 
that in some instances pituitary disease in the 
young has been associated with precocity of sexual 
development instead of the backward condition 
just mentioned. 

Finally, if disorders of the pituitary body are in 
any degree causally connected with such extremes 
of erroneous development as acromegaly on the 
one hand, and on the other hand with infantilism 
and precocious development, it almost certainly 
follows that many abnormalities of less obvious 
characteristics must exist in between. It is to 
this probability that the attention of clinicians 
should be particularly directed. 

March 2is/, 1910, 



DR. GEORGE PERNET. 


[ March 23,1910. 


374 The Clinical Journal. ] 


A LECTURE 

ON 

EXTRA-GENITAL CHANCRES. 

Delivered at the Polyclinic. 

By GEORGE PERNET, M.D., 

Lecturer on Dermatology, Medical Graduates’ College, 
London. 


Gentlemen,— This afternoon I am going to talk 
to you about extra genital chancres, citing mainly 
from my own experience, in London, Paris, and 
other places, examples of that class of case. My 
desire is to draw your special attention to a subject 
of perennial interest, mainly because these extra¬ 
genital chancres are constantly overlooked, and 
will continue to be overlooked until medical men 
are taught from the earliest stages of their career 
that such things exist. I insist on the importance 
of such knowledge from the point of view of the 
avoidance of accidental infection on your part, and 
also from the point of view of the early diagnosis of a 
very serious infection. These extra-genital chancres, 
when they escape attention, are left untreated or are 
wrongly dealt with, and a vast amount of valuable 
time is lost. Every effort should be made to treat 
syphilis directly the primary chancre is diagnosed 
—and the earlier it is diagnosed the better, not 
only for the future of the patient but for everybody 
concerned in our social organisation. Syphilis from 
a social point of view is really a serious disease, and 
is accountable for a large amount of morbidity. 
Our asylums are overcrowded, and we know that 
general paralysis of the insane is a result of syphilitic 
infection. 

Now, with regard to extra-genital chancres, they 
are frequently unrecognised, because the medical 
man does not think of syphilis. To think of 
syphilis, therefore, is the most important point I 
want to impress upon you this afternoon. 

Another point that I want to impress very 
specially upon you is that cracks or abrasions about 
the finger-ends and nails may serve as a point of 
entry. Therefore it is important that whenever you 
examine a case of chancre or suspected chancre, or 
are attending midwifery cases, you should use elastic 
finger-cots. Medical men are apt to be careless in 
such matters. In midwifery practice you ought 
also to carry about with you some calomel oint¬ 


ment, to use after vaginal or rectal examination of 
suspicious or syphilitic patients. The cervix uteri 
is a more common source of infection than gynae¬ 
cologists seem to think, chancres of the cervix 
not being so rare. Syphilographers have pointed 
that out long ago. 

Another thing about extra-genital chancres is that 
they may be multiple. You should not be put off 
because there happens to be two, or even half a 
dozen or more hard chancres. Presently I will 
show you a diagram in which there are quite a 
number of very small ones on the breast. Usually 
the extra-genital chancre is single. 

I will take first the chancres of the fingers. Of 
course in medical men, nurses, and midwives, it is 
relatively common for chancres of the fingers to 
develop, but with special precautions these chancres 
might be avoided. In this connection I should 
like to say a word concerning young students, who, 
when they go to a hospital, are brought into touch 
with all sorts of patients. When I was in charge 
of an out-patient department I used to tell the 
students and nurses to be very careful about syphi¬ 
litic infection. I think students ought to be in¬ 
formed of this danger as soon as they commence 
their hospital work. I have known several instances 
of students contracting a chancre on the finger 
through utter ignorance on this point. With 
regard to extra-genital chancre of the finger, here 
is an illustration of one on the pulp of the finger. 
In many cases you find it on the pulp of the second 
finger. I remember the case of a man, in an out¬ 
patient department when I was in charge, with a 
typical syphilide all over the body. The patient 
had his arm in a sling, and I asked him what was 
the matter with his hand. “It is nothing,” he 
said, “ it is only a whitlow.” The finger had been 
treated with boracic fomentations for some time in 
another department, but I discovered on examina¬ 
tion that the case was one of extra-genital chancre of 
the finger-end that had absolutely escaped diagnosis. 
The corresponding epitjochlear and axillary glands 
were enlarged. This shows the great importance, 
in diagnosis, of seeing things for yourselves. On 
the fingers you get a variety of sores. On this 
plate you see one which is a good example of a bad 
sore. Here is another one on the end of the 
finger, and you see what an enormous thing it is. 
Here is another round the nail. This plate shows 
one on the pulp of the finger, in appearance much 
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like the one I have referred to. Here is one just 
below the nail. Sometimes you get these nail- 
infections just on the side of the nail, and they are 
extremely painful—much more so than ordinary 
whitlows. 

With regard to these extra-genital chancres you 
go through the usual details of thorough examina¬ 
tion. You note the appearance and feel the base 
of it (protecting your fingers with finger-cots) for 
induration. In the case I mentioned, where there 
was a chancre on the pulp of the left middle finger, 
the induration was very characteristic. The patient 1 
must be overhauled generally for corroborative 
evidence—adenitis, throat, rash, and so forth. If any 
doubt, the so-called ultra-microscope, or rather, dark 
ground illumination, for the Treponema pallidum 
and the Wassermann test would be of assistance. 

With reference to chancre of the lip, here is one 
example and here is another. I remember seeing 
a ’bus driver once who had a really typical hard 
chancre of the lip, which he had contracted by 
using a pipe that had been given to him by a 
passenger. Here is another case where the chancre 
was quite a small thing on the skin of the lip just 
under the nose. That was a trivial-looking sore 
place, but there was no doubt about it, and the 
treatment which was instituted immediately and 
followed up has no doubt made a great difference 
to the future of that patient. I have seen a case 
of chancre of the middle of the lower lip follow a 
labial herpes. The herpetic area becomes inocu¬ 
lated, and instead of the herpes healing up as it i 
generally does a sore forms, gradually increasing in 
size and becoming hard about the base. In one 
case I observed the chancre was about the size of 
a sixpence to a shilling and very indurated, almost 
cartilaginous to the feel. On the surface there 
was a tough black crust, which was very adherent. 1 
That chancre had been overlooked, though one 
seen by several medical men. I started treatment 
at once and the sore gradually melted away. But 
here is a point of the greatest interest: a chancre 
redux formed whilst the patient was having mercury. 

I have never heard of or seen another case of that 
kind—a redux chancre of the lower lip. At any , 
rate here was a case that had been unfortunately 
overlooked, and a great deal of precious time, from 
the point of view of treatment, wasted in conse¬ 
quence. In cases of chancre of the lip you may 
have a variety of aspects. The one I am talking 


about was something like the one depicted in this 
plate, being in the centre of the lip, but instead of 
presenting a rather raised crust, it was depressed 
with an adherent crust. Here is another, a giant 
chancre of the lip. Look at this one ; it is very un¬ 
common. Here is another one inside the mucous 
membrane of the lip. 

Sometimes the gums may be affected. Dental 
forceps have been known to lead to primary infec 
tion. Mouth and throat instruments, whether 
they be mirrors or forceps, Eustachian instruments 
and so forth, ought to be thoroughly sterilised 
before use. I always keep syphilitic instruments 
quite separate from ordinary instruments. A great 
number of cases have been placed on record where 
dirty instruments have led to infection in various 
ways, even of the palate and the anterior pillar of 
the fauces. 

With regard to chancres of the face they may 
occur in any part. Here is one on the face—a 
very unusual position. A friend wrote to me some 
years ago about a case on the forehead very much 
like this one here. Of course a chancre like this 
one on the side of the face may follow the scratch 
of a razor or a bite from a syphilitic mouth. There 
is on record the case of a pugilist who had a 
terrific black eye, and allowed a lady friend of his 
to prick it with a needle, let the blood out, and 
suck the wound. She had syphilitic infection in 
her mouth and inoculated him while trying to do 
good, and he got a hard sore in that part. 

You must never be put off by position, because 
primary chancres have been found all over the 
body in most unusual places. That is no reason 
why you should not think of syphilis. Medical 
men, as I have said, often do not think of syphilis 
at all. A syphilographer always thinks of syphilis, 
sometimes too much, may be, but that is a good 
fault, for it is better to think of syphilis than to 
overlook it, especially when a chancre is situated 
about the cephalic region. Primary chancres about 
the head region are apt to be followed by serious 
symptoms and complications about the mouth, 
eyes, bones, brain, and so forth. With regard to 
chancres of the face I would point out how well 
circumscribed they are as a rule. You see this one 
here, how definite it is. Here is a circular one and 
very definite. This one is oval and very definite. 
That is a point which ought to attract your attention 
at once. In addition the induration is usually well 
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marked and characteristic, but there are variations 
in this respect. That is why you should not only 
look at the chancre, but feel its base carefully 
between your fingers. 

As to the chancre of the nostrils, of which this 
is an example, of course that is a very out-of-the- 
way position, and seeing a sore like that, one not 
specially interested in syphilis might easily be put 
off the track in arriving at a conclusion. A good 
rule to follow is, that when you see things that are 
unusual and that do not fit in with the usual 
lesions met with in ordinary practice, to think of 
syphilis, and in many cases something that is 
unusual does turn out to be syphilis. In this 
drawing you see there is a distinct sore inside the 
left nostril. This chancre was produced by picking 
the nose after handling syphilitic lesions. There 
is a case on record in which suction has acci¬ 
dentally led to chancre of the nostril. 

I may here allude to kissing as a source of 
infection. I have seen a good many children now 
with extra-genital sores contracted in this way. 
Children may contract extra-genital sores by being 
kissed by strangers, or as a result of being nursed 
by strange women whilst the mother is ill. A man 
or a woman who has syphilis may quite inad¬ 
vertently communicate it to his or her children by 
kissing them. Therefore you must always be on 
the look-out for syphilis, not only in adults, but in 
children too. The fact that the patient is a child 
must on no account put you off the scent of 
syphilis. In one case recorded there were two 
chancres about the nostrils and one on the penis. 
That shows what very curious things you may 
come across. 

Another point about extra-genital chancres is that 
a sore place that does not get well under ordinary 
treatment ought to make you think of syphilis. 
People may put fomentations and boracic ointment 
and all sorts of things on a syphilitic chancre, and 
do, but of course such treatment will not get rid of 
a sore of that nature. 

On the tongue you may have chancres just as on 
any other part of the body, and these sores may be 
caused through kissing or sucking instruments that 
have been used by syphilitics—pipes and so forth. 
Here, in these drawings, you will see some instances 
of chancres of the tongue. In this case you have 
two sores, and also two in that one. So that, as I 
mentioned at the beginning of this lecture, you 
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must not be put off by multiplicity. One of those 
cases is from an American atlas, and the other 
from a French atlas. With regard to the tongue 
of course differential diagnosis comes in. Here, 
again, you see the well-defined sores; in addition 
there is the induration and adenitis. You must 
distinguish chancre from epithelioma and from 
tuberculous ulcers of the tongue. Tuberculous 
ulcers of the tongue are ragged, and the floor of the 
ulcer is more or less irregular. Two sores like this 
on the tongue would be very unusual in epithelioma, 
because the lesion in the case of epithelioma of 
the tongue is usually single. At any rate in dia¬ 
gnosing chancre of the tongue an important point 
is the induration, just as it is in all these extra- 
genital sores. When you get a sore on the tongue 
| or lip you have to think of cancer, but if it has only 
been going on for a few weeks that fact is against 
epithelioma, especially if the sore is about the size 
| of a sixpence or more. Epithelioma of the lip does 
not come on so rapidly. Chancres of the tongue 
and lip, I have no doubt, have been excised over 
| and over again in the old days in mistake for 
epithelioma of the lip. One ought to be mindful 
in investigating lesions of the tongue of the diffe 
rential diagnostic points. 

One particular kind of case that I should like to 
mention is chancre of the tonsil. I find that 
, Velpeau, the great French surgeon, absolutely 
I denied the possibility of chancre of the tonsil. 
That was in the year 1852. In 1861 Diday, a 
French syphilographer, appears to have been the 
first to insist definitely, not on the possibility, but 
on the fact of a primary chancre of the tonsil 
occurring. At one time extra-genital sores were 
looked upon as impossibilities wherever they might 
occur. Do not be misled by authority, however 
respectable or eminent. Authority has done a 
great deal of harm in medicine. Whenever you 
see an unusual-looking sore on the tonsil, there 
again you must think of syphilis. In examining 
the tonsil you ought to use a good light, with a 
reflecting mirror on the forehead. I use wooden 
tongue-depressors for the examination of the mouth 
and throat, and I burn the depressor after using it 
every time. I find this of practical value. 

Primary chancres of the tonsil are usually taken 
| for something else. One of the things they are 
taken for is diphtheria. I have recently recorded 
a couple of cases that came under my own obser- 
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vation. One of them is an interesting case and is 
being published in the ‘Annales des Maladies 
V£neriennes.’ It is an interesting case because the 
patient was sent to a hospital with the diagnosis of 
diphtheria. Other cases are known to have been 
sent to hospitals as diphtheria. Chancre of the 
tonsil is not a common thing. This particular 
patient only developed a syphilitic rash after he 
had been treated with antitoxin. In that case 
there was no doubt about the tonsillar sore; the 
rash was undoubtedly syphilitic. As to differential 
diagnosis, diphtheria does not remain localised to 
one side like the tonsillar chancre. But in this 
case the sore was definitely localised to the right ; 
side, and there was a condition of hard adenitis at 
the corresponding angle of the jaw. That was 
very important. In these cases patients may have 
a rapid pulse and febrile temperature, which makes 
the person who examines the throat think all the 
more of diphtheria and neglect other points. Of 
course we are none of us infallible, but I am 
desirous of calling your attention to this kind of 
chancre, so that you may keep it in your minds and 
think of it, perhaps, at some opportune moment. 
You may get definite rigors in these chancres. 
Another thing that differentiates chancres from 
diphtheria is the fact that diphtheria is fairly rapid 
in its development. The tonsillar chancre is slow 
and insidious as compared with diphtheria, and, as j 
I have said, it is unilateral. These points ought 
to make you suspect syphilis. 

On one occasion a patient was brought to me 
with an undoubted syphilitic rash. In that case I 
the tonsil had been removed, and there Was still a ! 
swelling and ulceration corresponding to the 
tonsil that had been removed. It was a primary j 
tonsil chancre. There is, as you know, a common 
affection of the tonsil, viz. follicular tonsillitis. 
You are all aware how rapidly it comes on and how 
it pulls you down very quickly. But in the case 
of tonsillitis you do not get an ugly, punched-out, 
ulcerated lesion like that. j 

The next class of chancre that I want to speak 1 
about is chancre of the breast. Here are several j 
examples of chancre of the breast. Here is one in 
which there were quite a number of hard chancres 
dotted round the nipple, all small, but typical. 
With regard to the breast and nipple you get 
various kinds of sores. Some are crusted and 
situated about the areola, some are punched out as 


depicted in this drawing, as if by an instrument. 
The latter occur away from the nipple as a rule. 
This one I am now showing you is right on the 
areola, and there is a very characteristic fleshy, 
uncooked meat look about it. That is the thing 
that ought to strike you in examining a sore of 
that kind. Then you see how extremely regular 
these chancres are in outline. In other cases the 
chancre assumes a horse-shoe shape and may be 
found round the nipple, these also being meaty or 
ulcerated in appearance. As to the origin or these, 
you know as well as I do that sometimes women 
among the poorer classes take other people’s 
children at the breast. Perhaps a mother who is 
suckling her infant is ill and a neighbour puts the 
child to her breast, and if that child is syphilitic 
with mucous patches in its mouth, naturally that 
woman runs an almost invariable risk of contract- 
ing syphilis. In these cases you have to remember 
that the induration is marked. 

There are also chancres of the eye and its neigh¬ 
bourhood. They are rare, but at any rate they 
occur, and you must bear the possibility in mind. 
Here is a case of chancre of the eyelid. These 
chancres vary in appearance; but here, again, you 
get the adenitis to help you. In chancres of the 
outer angle the pre-auricular is enlarged, and the 
submaxillary when the sore is situated at the 
inner angle. That is the rule. Needless to say 
you should always examine for adenitis in a syste¬ 
matic and regular way. I saw a case once in which 
the chancre was right on the conjunctiva. Such 
cases have been observed before, but are of extreme 
rarity. In one case a doctor was quite positive 
that his conjunctival chancre originated from the 
saliva projected from the mouth of a syphilitic 
patient whose mouth he was examining. When 
examining a syphilitic patient’s mouth I would 
recommend you always to get out of the line of 
fire, for patients are apt to cough. In some 
countries licking the eye for disease or foreign 
bodies is a not uncommon mode of infection. 

Chancres of the body may occur anywhere and 
everywhere. Some time ago I saw a rash that was 
undoubtedly syphilitic. I could not find a sore 
about the man’s genitalia. I examined him very 
thoroughly and found on the left thigh a sore place, 
which he admitted preceded the rash for some 
weeks and would not get well, though he had applied 
various things to it. It was not a very characteristic 
chancre, but, as I have told you chancres vary, 
especially when remedies have been applied to them. 
In that man’s case the remains of the sore place on 
the thigh appeared to be the place where the virus 
had found an entrance. When you do not find 
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chancre on the penis or about the vulva you have i 
to think about other points of inoculation. Some- I 
times syphilis finds its way into the organism 
through some very slight abrasion, which disappears ! 
before the patient comes to see you. But to I 
return to my subject, I repeat that chancres have 
been found in every part of the body—for instance, , 
between the big toe and the next toe. There is 1 
one case on record as having resulted from some- ! 
thing that took place at a supper party. Before 
a bottle of champagne was opened something | 
happened to it and it exploded, and a bit of the 
glass struck a man on the thigh. There, again, a 
compassionate female Samaritan offered to suck 
the wound. Unfortunately she had mucous patches 
in her mouth, and the victim afterwards developed i 
a hard chancre on his thigh. You may get a hard 
chancre on the scalp—an occurrence which has 
happened after a bite. I should like to call your 
attention to what obtains amongst the Arabs of 
North Africa. When I was in Algiers I went over 
the Mustapha Hospital, and I saw several patients 
with pubic chancres. Here is a picture of pubic 
chancres. The Arabs shave the pubic hair on 
account of pediculosis. Among Orientals epilation 
is quite an ordinary method of treating pubic hairs 
both of males and females. An Arab who has 
abrasions caused by the razor is likely to contract 
pubic chancres. In most of the cases I saw there 
was more than one sore. Chancre of the umbilicus 
may also occur. A good many cases have been 
recorded now of chancres, for they are often multiple, | 
as a result of tattooing. The operator uses his j 
saliva—a very dirty procedure—and if he has 
mucous patches he inoculates the parts that he 
has been tattooing. 

Here you have an illustration of a chancre of the 
elbow. I would also call your attention to these 
vaccination chancres. As arm-to-arm vaccination I 
is not employed now, such a possibility could only I 
arise from dirty instruments. | 

Another curious point is that syphilis has been ] 
conveyed by skin-grafts taken from another, and 
syphilitic, subject. That is a very remote thing, but I 
if a patient is grafted from another individual who 
happens to be in a florid state of syphilis there is a 
risk. 

With regard to anal and peri-anal chancres I 
need not remind you of the sexual aberrations that 
occur all over the world. Anal chancres may be 
very painful and quite escape recognition until 
other symptoms occur to point the way of diagnosis. 

I think I have fairly well surveyed the field of 
extra-genital chancres, and I have done it chiefly to 
call your attention to the fact that such chancres 
are not uncommon. I have also been very 
desirous of pointing out dangers, that you may avoid 
accidentally becoming infected yourselves by hand¬ 
ling chancres unwittingly. 
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Mr. Childe. 

Mr. B. G. A. Moynihan said that with few excep¬ 
tions the symptoms of duodenal ulcer are definite 
and not easily to be mistaken. They may begin 
in early life and continue with intervals of relief to 
middle or advanced age. The average age of 
patients is from twenty-five to forty-five years, and 
males are more frequently affected than females. 

The symptoms are usually as follows : Pain or 
discomfort in epigastric region coming on at an 
interval of two to four hours after a meal, gradually 
increasing in intensity until the next meal is taken, 
and accompanied by a sense of fulness and dis¬ 
tension and often the eructation of bitter fluid or 
gas. Pain at first occurs after the heaviest meal 
of the day; later it returns after every meal, and 
wakes the patient in the early hours of the morning 
(usually about 2 a.m.). It is always relieved by 
food or bicarbonate of soda. In some cases pain 
is “cramp-like” in .character, with exacerbations 
and remissions; this is probably due to a “ prcr 
tective” spasm of the pylorus. The appetite 
remains good and meals are taken with relish. 
An exclusively fluid diet frequently appears to 
aggravate the pain, but in the early stages of the 
disease a perseverance in fluid diet will eventually 
bring relief. Vomiting is very infrequent, and is 
1 rarely present until stenosis develops. The most 
characteristic feature is the periodicity of the sym- 
, ptoms, and their recurrence in definite “attacks” 

! separated by intervals of complete freedom. These 
“attacks” are frequently precipitated by cold* 
worry, and overwork, and it is remarkable how 
often patients are free from trouble in the summer 
months and suffer a return of symptoms during 
the winter. These symptoms, which are charac¬ 
teristic of duodenal ulcer, may be present for years 
without producing any physical signs. In the 
stage at which duodenal ulcer should be recog¬ 
nised the anamnesis is everything, the physical 

* At the Surgical Section of Royal Society of Medicine. 



DUODENAL ULCER. 


The Clinical Journal. ] 


[March 23,1910. 379 


examination nothing. At a later stage gastric 
dilatation may appear with motor incompetency. 
Haemorrhage may appear early in the disease, but 
is more often a late symptom. When it occurs in 
sufficient quantity to be recognised as haematemesis 
or melaena, it is with few exceptions evidence of 
deep penetration by an ulcer whose existence 
should have been recognised long ago. Bleeding 
is not a symptom of duodenal ulcer so much as a 
complication, and its onset should not be awaited 
to confirm the diagnosis. 

Haemorrhage from a duodenal ulcer is a sign of 
graver importance than bleeding from a gastric 
ulcer. It may be acute and sudden or insidious, 
the patient being only conscious of a gradually 
increasing weakness which he cannot understand. 
The term “ hyperchlorhydria ” frequently given to 
these cases is a misnomer, and is dangerous in 
concealing the facts that as a rule no increase in 
the amount of free HCi is found, and that a 
definite organic lesion is present. Recurrent 
severe “ hyperchlorhydria ” is duodenal ulcer; the 
ulcer is a visible, tangible, and demonstrable lesion. 
He, Mr. Moynihan, did not believe in an ulcer 

which could not be demonstrated to the most 

* 

sceptical onlooker. 

He said that whilst the foregoing description 
applies to the majority of cases of chronic duodenal 
ulcers, there are certain variations of type which, 
though unusual, are important. There are cases in 
which all the signs and symptoms are insignificant 
in comparison with haemorrhage, which may be 
either acute or insidious. There is a small group 
of cases in which the signs and symptoms of 
active ulceration have been almost entirely latent, 
and the patient first seeks advice for frequent and 
copious vomiting, which is the result of stenosis. 
On inquiring closely it is usually possible to elicit 
a history of indigestion in earlier years, the sym¬ 
ptoms of which have been kept in check by close 
attention to diet or various drugs. A type less 
frequent and more baffling is the one in which the 
patient’s sole complaint is “ acidity ” or “ acid 
regurgitation,” and all other troubles appear by 
comparison insignificant. In a characteristic case 
of this kind the stomach contents showed half the 
normal acidity, and a chronic duodenal ulcer was 
found at operation. 

Treatment .—In his (Mr. Moynihan’s) opinion 
the treatment of chronic duodenal ulcer should 


always be surgical. Chronidty is attested by the 
recurrence of attacks of a well-defined character. 
When this is the case the ulcer is always to be 
plainly seen and demonstrated; and his experience 
in a long series of cases is that the conditions in 
the ulcer as a rule are such that nothing but 
surgical treatment would avail. The question at 
once arises as to when the case is first to be recog¬ 
nised as surgical. What are the conditions present 
in the first of all the attacks ? We have at present 
no adequate means of knowing. He had only 
once operated in or after a first attack. The 
pathologist in that case reported a small fibrous 
scar to be present in the piece of duodenum 
excised. He (Mr. Moynihan) was very doubtful 
whether an ulcer had been present. He had once 
operated at the close of a second attack, and 
excised an ulcer a quarter of an inch in diameter 
from the anterior aspect of the duodenum; it was 
clean, indurated, and had destroyed the whole 
thickness of the muscular coat. It is only when 
attacks recur that a diagnosis can confidently 
be made, and only when this diagnosis can be 
made is surgical treatment necessary. In a first 
attack, or even a second, medical treatment of 
a careful and protracted character may be tried; 
but when attacks occur in the typical manner 
described, the lesion is of such a nature that any¬ 
thing other than surgical treatment is not worth 
considering. 

Surgical treatment may be carried out by (1) 
excision of the ulcer and restoration of the duo¬ 
denal canal; (2) excision of a cylinder of duodenum 
bearing the ulcer, followed by closure of the distal 
end, and union of the pyloric cut end with the side 
of the second portion of the duodenum; (3) 
partial resection of the duodenum, followed by 
closure of both cut ends and gastro-enterostomy; 
(4) gastro-enterostomy. 

As cases are seen now the performance of gastro¬ 
enterostomy is almost always necessary. The 
conditions of the ulcer are such that a restoration 
of the duodenum to its normal state is impossible, 
and all that can safely be done is to afford a new 
outlet for the stomach. Mr. Moynihan said it was 
now his invariable practice to in-fold the ulcer in 
precisely the same manner as if a perforation had 
occurred. This allows the ulcer to heal more 
speedily, as it ensures that almost no food passes 
through the pylorus. 
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Sir 1 . Lauder BRunton said that with regard 
to the season it had been his experience that 
gastric and duodenal ulcer—he could not distin¬ 
guish them in his list of cases—was much more 
common in two periods of the year. He had not 
noticed it so much in mid-winter, but much more 
in autumn and spring. And the reason which he 
had assigned to himself was that people put off 
too long their winter clothing and so were chilled ! 
in autumn, and they put off their winter clothes 1 
too early in the spring, and in each case a chill was 
liable to result. Many years ago, when he was 
working at the physiology of the subject for 
Burdon Sanderson’s ‘ Handbook for the Physio¬ 
logical Laboratory/ he made very many experiments 
upon the stomach and upon the intestine. He 
tried, and in vain, to make gastric ulcers. He 
put a ligature round a small portion of the mucous 
membrane of the stomach, which he had pre¬ 
viously opened, and then closed the wound, ' 
keeping the animal under narcosis, and allowed it 
to remain four or five hours. He thought that 
at the end of that time an ulcer would be found 
at the spot where the blood-supply had been 
stopped by the ligature. But in none of the cases 
was he successful Mr. Moynihan had left out 
reference to one part which he (Sir Lauder 
Brunton) would like to supplement, namely, the 
cause of the pain. The pain came on between 
two and four hours after the stomach had com¬ 
menced to discharge its acid contents. Those 
acid contents came over the duodenum and 
smarted the ulcer, causing intense pain by the 
acid acting on the bare surface. This pain could 
be relieved by not putting anything into the 
stomach which causes a reflex contraction of the 
pylorus ; the acid juice from the stomach was thus 
prevented from flowing into the duodenum, and 
any acid which was already there was quickly 1 
neutralised by the alkaline juice of the duodenum 
itself, possibly partly by some of the bile. That 
might be imitated by giving bicarbonate of soda 
in large doses. Time was a very important factor 
in the diagnosis, as Mr. Moynihan had said, i 
Sometimes one might be misled as to the nature ! 
of the lesion, and yet be right as to its position. j 
In one case which was brought to him the 
symptoms were pain four hours after feeding, and 1 
he thought there must be something wrong in the 
duodenum, but it did not yield in the ordinary 


way to the administration of alkalies, and he said 
he was doubtful as to whether it was ulcer or not, 
but he thought it must be something wrong with 
the duodenum. He never saw the case again. 
Eighteen months afterwards there was a description 
in 1 The Lancet 9 of an operation on that patient. 
From that it turned out that he was right as to the 
position of the lesion, but it was a kink and not an 
ulcer. Time had also been very valuable to him 
in diagnosing duodenal ulcer when the diagnosis 
for a time would have been very doubtful. As an 
example he might mention that he was once 
asked to see a patient who was suffering from 
severe lumbago. On examination he found that 
the so-called lumbago was limited to the right 
loin ; it did not extend round the back. It came 
on between two and three hours after a meal, and 
was again stopped by food. He (Sir Lauder 
Brunton) concluded that it was a duodenal ulcer, 
and told the doctor that it could be perfectly well 
ascertained whether it w T as duodenal ulcer or not 
by giving a large quantity of bicarbonate of soda, 
and if it was duodenal ulcer, by neutralising the 
acid of the gastric contents one would stop the 
pain. The^ doctor tried it, and the pain ceased 
immediately, so that there was some doubt as to 
the diagnosis. Two or three days afterwards the 
doctor told him that the patient had passed a 
j large quantity of blood by stool Then he (Sir 
| Lauder Brunton) found that the patient had been 
; allowed to get up, and he instructed that he 
should be kept in bed, and he also added some¬ 
thing to the medicine—bicarbonate of soda—as it 
occurred to him that a large quantity of bicar¬ 
bonate of soda would tend to make the surface 
of the ulcer softer. And to counteract that it 
would be better to put him on carbonate of lime, 
which would act as an astringent. But the 
difficulty about that was that it tended to cause 
constipation, and therefore some carbonate of 
magnesium was added. It was an exceedingly 
useful combination for duodenal ulcer, and he 
counselled that it should always be given in such 
cases, in addition to paying attention to the history 
of the case. He never advised operation unless 
he found by using mixed carbonates the pain was 
at once relieved by them. In one case which he 
saw he tried that plan ; he was not successful, 
and he wondered at it. But the history of the 
case seemed to point so clearly to gastric or 
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duodenal ulcer that he thought it must be ulcer. 
In that case, as Mr. Moynihan had mentioned, 
the pain was not on the right side but was rather 
under the left ribs, and that further misled him. 
He put the patient to bed in the ordinary way and 
kept her on rectal feeding for three or four days, 
and then gave her a very limited diet. At the 
end of that time she began to improve, but still 
she had occasional recurrent pain. That patient 
had suffered for about a couple of years or more 
from regularly recurring attacks of pain, coming 
on about four hours after a meal, lasting for a 
short time and then disappearing. She had never 
had a sign of jaundice; there was no tenderness 
over the liver. After being in the hospital for a time 
she had what seemed to be a perforation ; she 
became suddenly comatose, and lay on the bed 
perfectly still. In all cases of gall-stones he had 
seen the patient had been writhing and moving 
about with agony, but in this case there was 
nothing of that sort. He asked a surgical colleague 
to see her, and he said she could not be operated 
upon then as she was collapsed, and would die 
from the operation; they must wait until she 
recovered. She did recover from the attack, and 
at the operation it was found there was no ulcer 
in either duodenum or stomach, but there were 
between 200 and 300 minute gall-stones of the size 
of a millet-seed, and each of those had been 
sufficient to pass through the cystic duct without 
blocking the common bile-duct. She had so 
many of them that she was able to provide a 
small gall-stone for every meal for about two years 
before, and she had enough left there to serve for 
a meal each for a hundred more days. That case 
showed that the diagnosis of duodenal ulcer from 
gall-stones was not always easy, and the two points 
he wished to lay stress on were, first of all the 
necessity of keeping the surface warm in order to 
prevent the occurrence of either gastric or duodenal 
ulcer, and secondly, the use of mixed carbonates 
in large doses as a means of diagnosis. It was 
desirable to mention also that those mixed car¬ 
bonates were a means of relieving the patients who 
did not wish to have an operation, and if com¬ 
bined with careful dieting and rest in bed with 
warmth to the surface he thought one might some¬ 
times obtain cure without recourse to operative 
measures. But he was fully agreed that where 
the ulcer was obstinate and did not yield to 


such measures the surgeon must be asked to 
interfere. 

Mr. Frederic S. Eve said he had not come pre¬ 
pared to take a prominent place in the discussion. 
He wished first to congratulate Mr. Moynihan on the 
excellent results which he had tabulated. Although 
he agreed that as a rule the symptoms of duodenal 
ulcer were definite, yet there were certain impor¬ 
tant exceptions. The conjunction of symptoms of 
pain two or three hours after a meal together with 
hunger pains did not necessarily mean, in his 
opinion, that the patient had duodenal ulcer. He 
was convinced that a patient might have all the 
symptoms which Mr. Moynihan had described as 
those of duodenal ulcer and yet be suffering from 
a single functional disorder of the stomach, whether 
it was called hyperchlorhydria or not. Until recently 
he had always found a duodenal ulcer at the opera¬ 
tion when it had been suspected from the sym¬ 
ptoms. But a fortnight ago he operated upon 
a patient possessing all the symptoms which had 
been described but in which no ulcer was present. 
It was such a striking case that he would briefly 
quote it. The patient was a man, aet. 30 years. 
He had suffered from frequent periodic attacks of 
abdominal pain for nine years altogether. A year 
before he had an attack which lasted something 
like six months. His present attack commenced 
twelve weeks before admission to hospital. He 
complained of pain in the epigastrium, coming on 
two or three hours after a meal. He often awoke 
at night with an attack of pain, which was relieved 
by taking warm milk. He (Mr. Eve) had ques¬ 
tioned the Sister and nurses as to this, and in his 
opinion the patient had quite definite 44 hunger 
pain.” Examination of a test-meal showed total 
acidity of 96, and free hydrochloric acid, *27. He 
operated, but could find by palpation nothing in 
the duodenum. One of his colleagues, who was 
assisting him, pointed to a slight thickening and 
wrinkling of the peritoneum which he thought 
suggested an ulcer on the anterior surface, but he 
(Mr. Eve) could not find any thickening beneath 
it. He made an opening in the anterior wall of 
the stomach near the pylorus and passed his finger 
through into the duodenum, but could find nothing. 
He therefore ungloved his hand and passed his bare 
finger in, and his colleague did the same. He also 
examined the interior of the stomach. There was 
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no ulcer of either stomach or duodenum. This 
patient, therefore, had all the symptoms upon which 
Mr. Moynihan laid so much stress—marked 
periodicity of attacks and “ hunger pain,” etc.—and 
yet no duodenal ulcer was present. Two days 
after that he met with another case, that of a man 
who had had precisely similar symptoms, and it 
was thought by several good observers that he had 
duodenal ulcer. In that case also there was no 
ulcer of duodenum, but an ulcer on the lesser 
curvature two inches from the cardiac orifice of the 
stomach. There was no doubt that the diagnosis 
of duodenal ulcer was often beset with difficulties. 
In a patient who died in the London Hospital from 
perforation there was only pain for one week before 
his death. And yet he had chronic ulcers on the 
anterior and posterior surfaces of the duodenum. 
He agreed with Mr. Moynihan in regard to the 
frequency of multiple ulceration of the duodenum. 
In the years 1907-8 there were twenty-two post¬ 
mortem examinations in cases of death from duo¬ 
denal ulcer in the London Hospital. Twenty-one 
of them died from perforation and one from 
haemorrhage. In one third of those cases there 
were contact ulcers, i. e. ulcers on opposing sur¬ 
faces of the duodenum, and in five of the twenty- 
two there were ulcers both in the duodenum and 
stomach. He fully concurred in the opinion 
expressed that an operation should not be delayed 
in any case of suspected duodenal ulcer. If the 
symptoms did not yield to medical treatment, or 
if a second attack occurred, he thought an ex¬ 
ploratory operation should be done. His experi¬ 
ence of gastro-enterostomy had been satisfactory, 
but one of his cases died forty days after the 
operation, and after leaving the hospital, from 
uncontrollable melaena which no doubt came 
from the ulcer. Therefore he did not con¬ 
sider that gastro-enterostomy was necessarily a 
curative procedure. He therefore advocated not | 
only gastro-enterostomy but also narrowing of the 1 
pyloric orifice by a series of gathering sutures, in 
order to prevent later closure of the opening made 
by the gastro-enterostomy. He fully concurred in 
the wisdom of Mr. Moynihan’s advice, namely, 
that if the ulcer was situated on the anterior or 
outer surface of the duodenum in an accessible 
position it should be in-folded, but he could not 
agree with him as to the necessity of excising the 
ulcer. Mr. Moynihan had himself pointed out 


that ulcers of the duodenum were frequently 
multiple. If one proceeded to excise an ulcer on 
the anterior surface of the duodenum it was very 
likely that there would also be one on the posterior 
surface, and that would lead to a complete resec¬ 
tion of the duodenum, a proceeding which would 
! be by no means free from danger. He wished to 
ask Mr. Moynihan whether, since he had adopted 
excision of the ulcer, he had associated it with 
gastro-enterostomy. If he did not he (Mr. Eve) 
thought there was a good chance of the symptoms 
recurring. Mr. Moynihan had not told the meet¬ 
ing what signs he relied upon to establish the fact 
that there was an ulcer of the duodenum. He 
| could not agree with that gentleman that it was the 
invariable experience that the ulcer was plainly 
seen and demonstrable on opening the abdomen. 
In two instances which he could remember he had 
found it necessary to open the stomach by an 
incision and to insert his finger into the duo¬ 
denum. In one of these cases (the man who died 
subsequently with haemorrhage) he observed a 
thickening of the head of the pancreas which 
could not be distinguished from a chronic in¬ 
durative pancreatitis. The duodenum was ad¬ 
herent to the pancreas in that region, but he had 
! noticed in severe cases of chronic indurative 
I pancreatitis that such a condition was not un- 
I common. He passed his finger through the 
pylorus and found a very deep ulcer on the inner 
surface of the duodenum, which penetrated the 
pancreas deeply. It was not large in diameter, 
but just admitted the tip of his index finger. In 
the other case the patient presented all the sym¬ 
ptoms of gastric ulcer and had haematemesis. On 
examination of the outside of the stomach he 
found no evidence of gastric ulcer, and therefore 
he explored its interior. On passing his finger 
through the pylorus he came upon a duodenal 
ulcer, but there was no ulcer of the stomach. He 
thought far too much stress was often laid on 
superficial changes in the peritoneum as establish¬ 
ing the existence of gastric or duodenal ulcers. In 
the case which he had quoted, in which duodenal 
ulcer was absent, there were changes in the perito¬ 
neum which might easily have been mistaken for 
a thickening over an ulcer; and he had noticed 
on the surface of the stomach thickenings and yet 
had found that no ulcer was present beneath them. 
He would urge on his surgical colleagues, for the 
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sake of scientific accuracy and to guard against the \ 
possibility of error, that the examination of the 
interior of the stomach by incision should be much 
more frequently carried out; and he believed that 
method had thrown considerable light on the 
pathology of gastric conditions. For instance, in 
twenty-nine consecutive cases diagnosed by able 
authorities as gastric ulcer, he opened the stomach 
himself twenty-one times, and in twelve out of those 
twenty-one no ulcer was present. The symptoms 
were either due to gastrotaxis or some allied con¬ 
dition. He therefore wished to urge the import¬ 
ance of that method of examination. If carried 
out carefully it did not increase the mortality, for 
in not one of those twenty-one cases did the 
patient succumb. Although he differed from Mr. 
Moynihan in some details he was nevertheless an 
admirer of his work. 

Dr. W. Hale White said he thought one thing 
which must interest many members present was not 
so much the part of the subject which had been 
dealt with that evening as that of the likelihood of 
medical men coming across those cases, whether 
they were very numerous, and how likely they were 
to be met* with. Therefore he made out a few 
figures dealing with that point. The classical 
series of cases at Guy’s Hospital, compiled by 
Perry and Shaw, showed that out of 17,000 post¬ 
mortem examinations there were only 70 cases of 
duodenal ulcer. That carried them down to 1892. 
But in the 3800 post-mortem examinations for the 
last ‘seven years there were 38 cases, so that showed 
apparently an enormous increase in the number of 
duodenal ulcers found. But on looking into the 
cases the reason for that increase was as follows: 
That now the medical profession generally recog¬ 
nised that the patients’ only chance when perfora¬ 
tion of gastric or duodenal ulcer occurred was to 
send them into hospital as quickly as possible, 
whereas in the olden days the trouble was not even 
taken to send them to the hospital—they were 
regarded as necessarily fatal. Looking at the 
matter again from the statistical point of view, in 
the last 12,000 medical cases admitted duodenal 
ulcer was diagnosed 33 times. But taking 1000 
cases seen outside the hospital, duodenal ulcer 
was diagnosed 24 times. That seemed at first sight 
to give a very much larger number of duodenal 
ulcers among people seen outside the hospital than 


of people seen inside it. But there again the 
fallacies were many, because on looking into the 
cases one saw that of the 33 in the hospital 17 were 
fatal, again many perforative cases. And of the 24 
outside the hospital only 1 was fatal, and that was 
fatal on account of haemorrhage. He thought those 
figures showed the small number of in-patients 
compared with the number seen outside the 
hospital, and that there must be a great many 
people suffering from duodenal ulcer whose sym¬ 
ptoms were not considered sufficiently severe to 
secure their admission to hospital. And as the 
subjects of the condition outside the hospital lived 
near the hospital and would come into the hospital 
for serious complications, it must be concluded 
that for a large number of people with duodenal 
ulcer hospital out-patient treatment sufficed. And 
with regard to cases seen outside the hospital, it 
must be remembered that in every one of those 
cases the patient was bad enough to require that 
there should be a second opinion on the case. So 
the supposed greater frequency of duodenal ulcer, 
compared with twenty years ago, was due to greater 
medical knowledge, which no one had contributed 
to so much as the work of Mr. Moynihan in this 
country and the Mayo brothers in America. With 
regard to the symptoms, he had thought over what 
appeared to him to be a picture of the pain of 
duodenal ulcer. But he would not weary the 
meeting with it, because it came to what Mr. 
Moynihan had said, and he did not think he 
could in any way improve upon Mr. Moynihan’s 
description of the pain coming on at a definite 
interval after food, and the strange part which 
misled many people was the periodicity of the pain. 
The patients would go for months without pain, 
and everyone knew people who could go out to 
dinner for two or three nights a week for months 
and have no symptoms, but occasionally would 
have an attack so bad as to cause them to writhe 
on t|ie floor in consequence of it. He had seen a 
man writhing on the floor in such an attack, and 
the cause of it was proved by operation to have 
been duodenal ulcer. One thing which he was 
accustomed to lay much stress on was local tender¬ 
ness in the region of the duodenum, and a great 
help in diagnosis in those cases was a slight rigidity 
of the right rectus compared with the left. It was 
that local tenderness which led to the great diffi¬ 
culty in diagnosis, for he agreed with Mr. Moynihan 
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that the diagnosis of duodenal ulcer was not difficult, j 
Of recent cases, when surgical operation was done ; 
—in very many cases it was—the diagnosis was j 
found to be correct in every case. It was difficult 
sometimes to tell whether a patient was suffering 
from duodenal ulcer or from gall-stones, not when 
they were passing gall-stones, but when they were 
suffering from the pain which was due to gall-stone 
lying in the gall-bladder, too large a stone to pass 
down. He would have mentioned, if there had 
been time, a case in which there was confidently 
thought to be duodenal ulcer. As far as one could 
see from outside, the duodenum was healthy, but 
the patient had a large stone in the gall-bladder, 
which was removed, and the pain had ceased. It 
was possible that, owing to the close contiguity of 
the gall-bladder and the duodenum to each other, 
the symptoms were due to some trouble in the 
duodenum proceeding from the gall-bladder. That 
seemed to him to be the greatest difficulty in 
diagnosis in many of those cases. He had come j 
across one or two interesting complications which 
had not occurred in Mr. Moynihan’s descriptions, j 
One patient was suffering from considerable paro¬ 
titis, and in the last three months he had seen two 
subphrenic abscess cases in connection with duo¬ 
denal ulcer, and one of them yielded nearly two 
pints of pus, and it very well illustrated a point 
which was of help in diagnosis. A subphrenic 
abscess due to duodenal ulcer must almost neces¬ 
sarily be to the right of the suspensory ligament, and 
most subphrenic abscesses to the right of that liga¬ 
ment were due either to duodenal ulcer or to 
appendix trouble. But he thought the appendix 
ones practically never contained air, but the duo¬ 
denal ulcer cases might. In that particular case, 
because the abscess cavity contained air, they 
settled it was duodenal ulcer, and that turned out 
to be correct. Another interesting complication 
which he had come across was that once, in a bad 
case of haemorrhage, he could feel a blood-clot in 
the duodenum. Haemorrhage came on while the 
patient was lying in hospital, and it was fatal, j 
The abdomen was examined, and directly after the 
haemorrhage a sausage-like tumour could be felt, 
which gradually disappeared. Then the patient 
had another attack of haemorrhage, from which 
she died. An ulcer was found at the post¬ 
mortem examination. Mr. Moynihan had carefully 
said that operation was to be done for chronic 


duodenal ulcer. That, of course, naturally sup¬ 
posed there must be a stage in the patient’s 
illness during which he or she should be allowed 
the benefit of other treatment to ensure a chance 
of getting well. The more or less routine treat¬ 
ment which he had adopted had been to put 
the patient rigidly to bed, and she was fed on a 
mixture of egg and milk—half a pint of milk 
with an egg beaten up in it—and a teaspoonful of 
that at a time every half hour. The quantity was 
increased until the patient was taking two or three 
pints a day. In order to get into the patient large 
quantities of fat, which were so useful, cream might 
be added to the egg and milk, or olive oil might be 
given, which, in addition to being more fatty, was 
slightly aperient, for these patients were often con¬ 
stipated. After a month or so of that treatment 
they could be given meat and chicken chopped up. 
But if after that treatment the pains continued, he 
certainly thought the case ought to be handed over 
to a surgeon for operation. For one severe, or two 
or three less severe haemorrhages, it was probably 
wise to do a short-circuiting operation even without 
waiting for medical treatment, for there were many 
fatalities from haemorrhage due to duodenal ulcer. 
He had intended to ask Mr. Moynihan whether it 
i was not an objection to excising an ulcer that 
| the ulcers might be multiple, and therefore one 
I or more of them might be left behind after the 
operation. 

(To be concluded .) 


Compensatory Diarrhoea. —Niles states that 
there are diarrhoeas that seem to be salutary in 
their effects. He calls these compensatory. 
There are, first, those that are concomitant with 
deficient or perverse catabolic processes ; such 
occur in gout, diabetes, goitre, Addison’s disease, 
etc. ; second, those resulting from functional or 
structural diseases of certain excretory organs, as 
in failure of renal functions and extensive burns: 
third, those occurring in old persons who are 
failing in strength, the result of physiologic 
decline. The diarrhoea here consists of incom¬ 
pletely catabolised products that need to be 
excreted. Also certain toxic states with elimination 
of toxic products by the bowels, such as urcemic 
diarrhoea. Women past the climacteric seem to 
need elimination of certain products, which is 
done by diarrhceal discharges. Treatment of such 
diarrhoeas should not be directed to stopping the 
passages.— -Journ. A. M\ A ., vol. liv, No. 10. 
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A LECTURE 

ON 

THE ETIOLOGY AND TREATMENT 
OF TABES. 

Delivered at the Polyclinic. 

By DAVID FERRIER, M.D., F.R.S., 

Consulting Physician to King’s College Hospital, 
and the National Hospital for the Paralysed 
and Epileptic. 


Gentlemen, —The subject announced for my 
lecture to-day is the aetiology and treatment of 
tabes, but I should first like to make a few pre¬ 
liminary remarks on the pathology of tabes. 
Tabes is essentially a degeneration of the centri¬ 
petal tracts of the spinal cord, and this degene¬ 
ration shows itself in perversion, retardation, 

| diminution, or total loss of sensory or afferent 
' impressions, conscious and unconscious. The 
I extent to which the different forms of sensation 
I are affected in different individuals varies enor- 
, mously. The most characteristic symptom of 
| tabes is ataxy, but ataxy is only one of the sym¬ 
ptoms of tabes. “Tabes” is a more general term, 
and preferable to the term “ locomotor ataxy ” 
suggested by Duchenne. Many suffer from optic 
atrophy or are subject to lightning pains, visceral 
and other crises, and without ever becoming ataxic 
during the whole course of the disease. The 
most essential element in the causation of ataxy 
; is the degeneration of the reflex collaterals to the 
anterior cornua and Clarke’s columns. In the 
diagram before you are represented the various 
tracts which enter the cord from the posterior 
spinal ganglion. These are the short, medium, 
and long fibres, which go respectively to the 
I anterior cornu, to Clarke’s column, and thence by 
I the direct cerebellar tract to the cerebellum, and 
to the nucleus gracilis of the medulla oblongata. 
On the same diagram are the areas of tabetic 
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degeneration. Comparing these with the normal 
exogenous tracts of the spinal cord you will see 
how the tracts affected in this process corre¬ 
spond. The essential cause of the ataxy is the 
loss of the sensory impressions which arise in the 
muscles themselves, in the tendons, and in the 
joints* This leads to the loss of reflex muscular 
tone, hence in tabes there is absence of the 
knee-jerk and of the Achilles jerk, which are the 
most important expressions of this reflex tone. 
Associated with this we have the remarkable 
condition of the muscles known as hypotonia. 
The muscles do not necessarily feel soft on palpa¬ 
tion, but they do not develop resistance when put 
on the strain like normal muscles, so you may put 
the limbs into the most extraordinary positions 
without causing a sense of resistance or pain to 
the patient. It is this hypotonia which is the 
cause of many of the peculiar attitudes of the 
tabetic when he is lying in bed, standing up, or 
attempting to walk ; the hypotonia depends mainly 
on the degeneration of the reflex collaterals to 
Clarke’s column. But in tabes all sensory impres¬ 
sions may be more or less impaired. Vision may 
to a large extent compensate for the loss of con¬ 
scious sensation, and also to some extent of those 
afferent impressions which do rise into conscious¬ 
ness. In the absence of vision all the disorders 
of co-ordination are intensified, and this is the 
pathognomonic feature of ataxy. Though the 
spinal neuron is the part which is most affected 
in tabes, the degeneration may affect other neurons. 
Thus we get affections of the optic nerve, of the 
ciliary and sympathetic ganglia, and various others. 
And I agree with the views of many neuro-patholo¬ 
gists that tabes and general paralysis are merely 
different aspects of the same polymorphous dis¬ 
ease. In the one case there is degeneration of the 
spinal, and in the other of the cortical neuron. 
The essential element of both is a dystrophy or 
degeneration, and the sclerosis which ensues is only 
secondary to the degeneration of the neuron itself. 
So we may say that general paralysis is cerebral 
tabes, locomotor ataxy is spinal tabes, and the 
conjoint form called “ tabo-paralysis ” is cerebro¬ 
spinal tabes. With regard to causation, up till 
1876, when Fournier first drew attention to the 
causal relationship between syphilis and tabes, 
tabes was commonly looked upon as the result of 
sexual excess, or of cold and damp. The idea 


that tabes was due to sexual excess is merely an 
inheritance from the Hippocratic term “ tabes 
dorsalis”—a form of sexual neurasthenia. But 
there is no reason to believe that sexual excess by 
itself is an efficient cause of tabes, otherwise it 
would be a more common disease than it actually 
is. Similarly as regards cold and damp. Fournier’s 
views at first were received with scepticism, not to 
say with strong opposition, but they soon gained 
acceptance, and it is now so generally admitted 
j that syphilis is the principal cause of tabes that it 
j is almost unnecessary to labour the point. Still, it 
is well you should know some of the facts which 
are adduced in favour of this relationship. The 
most instructive are the statistics collected by 
Professor Erb, of Heidelberg, a well-known neuro- 
| pathologist. Among 1100 cases of tabes occurring 
j in his own practice among men of the better class, 
89 or 90 per cent, had had chancre or some syphi¬ 
litic lesion, and only 10 per cent, had not been 
ostensibly affected. But in only 3 per cent, was it 
impossible to ascertain any ground for suspecting 
antecedent syphilis. Contrast these cases of 1100 
tabetics of the better class with those of 10,000 
| cases of all varieties of disease, excluding tabes. 

| Of these, only 4*5 per cent, had had syphilis, as 
| against 89 percent., so that among tabetics syphilis 
was four or five times as frequent as among ordinary 
people. Similar investigations among 150 tabetic 
men of the lower orders gave a lower percentage of 
antecedent syphilis, namely, 71 per cent. Amongst 
women, who are less liable to tabes than men, 
and those of the better class less so than of the 
lower class, it is more difficult to determine whether 
they have had syphilitic infection. But Erb found 
among 15 tabetic women of the better class 86*7 
per cent., and probably 92 per cent, had been 
infected with syphilis. Among 16 # cases in the 
lower orders syphilis was proved in only 68 per 
cent., unproved 31 per cent. Taken altogether, 
the statistical inquiry amongst 1321 cases, that 
is to say, 1100 men of the better class, 89*5 per 
cent., and 158 men of the lower class 77*2 per 
cent, had syphilis. The same is true essentially of 
general paralysis, and Erb’s percentages practically 
agree with those which have been obtained by 
other neuro-pathologists. The general result is that 
about 10 per cent, of the cases have not been 
proved to have had syphilis. It is upon this 10 
per cent, that the question turns, whether tabes, 
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like diphtheria and tuberculosis, is due to a specific I 
infection, or whether it is due to some other cause ? I 
This is not a question of mere academic interest, but 
very important in its relation to practice. Can we 
get more definite information on this question than 
by means of statistical inquiry ? Let us take some 
other facts into consideration. It has been estab¬ 
lished, and, I think, generally recognised, that tabes ! 
frequently follows syphilis of a mild type, and is 
therefore more likely to escape notice and not to be 
treated, or to be treated only inefficiently, especially 
among those with whom personal cleanliness is not j 
a cardinal virtue. Syphilis occulta is well known to 
syphilologists and dermatologists Some important 
statistics have been obtained in regard to the evidence 
of syphilis in undoubted syphilitic affections of the 
skin. Thus Dr. Pernet, at University College 
Hospital, could only prove syphilis in 80 per cent, 
of the cases. So that we may say the syphilitic 1 
origin of tabes and general paralysis is statistically 1 
as well proved as gummatous affections of the skin. ' 
Now, taking the age of the patients, apart from 
juvenile tabes, which is always syphilitic, hereditary, 
or acquired, juvenile tabes affects boys and girls 
in the same proportion. Tabes occurs most fre¬ 
quently in men of thirty to forty years of age, 
and on the average seven to ten years after 
the primary infection. But there are some ex¬ 
ceptions to this rule. I have seen tabes in a man 
of 70 years of age, fifty years after his primary 
infection, and there is another case on record of a 
man, set. 74 years, becoming a tabetic after having 
caught syphilis four years before. Tabes occurring | 
between thirty to forty years of age is a significant : 
indication of indiscretions ten years previously. ; 
Townspeople furnish more cases than those in ! 
country districts, and dwellers in large towns more 
than those in small towns. This harmonises with 
the fact that in large towns there are greater ; 
temptations and greater risks. Tabes and general ! 
paralysis are rare amongst priests, and when it does 
occur among them it is only among those who 
have been proved to have had syphilis. Tabes is 
less common in women of the better class than 
among women of the lower orders, and this has 
been attributed by Mobius to the fact that men 
of the better class less frequently marry while 
suffering from infective syphilis. Conjugal tabes 
not uncommon, and always, without exception, 
there has been syphilitic infection on one side or 
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the other. There are also many remarkable cases 
of family tabes on record. Syphilis, either here¬ 
ditary or acquired, has been the common factor in 
all. And some facts seem to indicate that there 
may be a form of the syphilitic virus that specially 
tends to induce tabes or general paralysis in after 
years. Another curious fact in favour of the 
syphilitic origin of tabes is, as was shown by 
Krafft-Ebing, that general paralytics are insus¬ 
ceptible to inoculation with the syphilitic virus. I 
do not know if the same has been proved in 
respect to tabes, but probably the result would be 
the same. I doubt if tabes has ever been seen 
associated with primary or secondary syphilis. 
Many have signs of tertiary syphilis, but these 
date from the syphilitic infection which led to the 
tabes. All these facts taken together seem to leave 
little room for doubt that general paralysis and 
tabes are of syphilitic origin, and that tabes and 
general paralysis are per se as much a proof of 
syphilis as gummatdus affections of the skin. 
Another argument in addition to those already 
mentioned is the Wassermann reaction in the 
blood and cerebro-spinal fluid in tabes and general 
paralysis. This is for the most part positive. And 
as a positive Wassermann reaction when obtained 
is practically a proof of syphilitic infection, the 
occurrence of this reaction in the blood and 
cerebro-spinal fluid in tabetics and general para¬ 
lytics is another proof of the syphilitic origin of the 
disease. Unfortunately the Wassermann reaction 
is not always obtainable, even in undoubted cases 
of syphilis. And we have still to learn in what 
proportion of tabetics in whom syphilis is denied 
or unknown the Wassermann reaction is positive. 

Now, gentlemen, I have given you a number of 
facts in favour of the syphilitic origin of tabes. 
But a good many objections have been urged 
against this view. Among others, it has been 
objected that tabes is rare amongst prostitutes, 
among whom, however, syphilis is common. Well, 
to this argument we may reply—first, that tabes is 
less common among women than among men, and 
secondly, that as tabes is a late manifestation of 
syphilis it is not so likely to be met with among 
those who are still young enough to carry on their 
trade. This is borne out by the investigations of 
Kron. Among 148 young prostitutes he found no 
cases of tabes. Among thirty-six over twenty-five 
years of age, however, he found five suffering from 
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that disease. Hence the argument from prostitutes 
does not amount to very much. It has been con- j 
tended that tabes does not occur in countries 1 
where syphib’s is rife, such as Japan, Abyssinia, ! 
Bosnia, and among Arabs or negroes. But more ! 
recent investigations have proved every one of these i 
assertions to be unfounded. Tabes may not be so j 
common among primitive races as amongst those 
who are advanced in civilisation, but the fact that 
tabes only occurs where infection by syphilis is , 
possible is the point to be remembered. Another J 
objection which is urged against the syphilitic origin 
of tabes is that the disease occurs in onlv a small 
proportion of those who have had Syphilis—say, 

1 per cent, to 5 per cent. But this argument is of 
little weight, as there are other degenerations due 
to syphilis, such as aortitis and hepatitis, which are 
exceedingly rare. But the smallness of the per- j 
centage of those who become tabetic after having . 
had syphilis suggests that in addition to syphilis 
there may be some other co operative cause, j 
Heredity has nothing to do with tabes, but, of 
course, as syphilis is hereditary, hereditary syphilis 
may cause tabes. Certain facts, however, seem to 
show that some families are more predisposed than 
others to become tabetic after infection by syphilis, 
but there is no good ground for assuming that all ! 
tabetics are degenerates, for tabes attacks vigorous : 
types of manhood. Trauma has been supposed to : 
be an efficient cause of tabes, but the investigations 
of Hitzig on this point show clearly that trauma 
alone is not sufficient, and that in all cases where | 
tabes developed after injuries the soil was prepared 1 
by syphilis. Of greater importance than any of ! 
the other co-operating causes is the result of over- ; 
exertion in debilitated states of the system. Some j 
interesting experimental facts have been published 
on this point by Edinger, who has shown that, 
as a result of enforced long-continued exertion, I 
degeneration may take place in the posterior 
columns of the spinal cord, similar to that of tabes. 
But that over-exertion in man will produce tabes 
apart from syphilis has not been proved. It is 
possible, however, that over-action of certain parts 
of the body may predispose to tabetic degeneration 
taking place by preference ii) those parts, such as 
of the legs, arms, or brain, according as they are 
unduly taxed, and one might quote many facts in 
favour of this hypothesis. The sensory neurons 
of the spinal cord and their intra-medullary con¬ 


nections seem to be specially prone to degeneration 
as a result of toxins. This is probably due to 
peculiarities of the lymphatic circulation in the pos¬ 
terior roots. And there is no doubt that certain 
poisons introduced into the system or generated 
there may develop symptoms similar to those of 
tabes. A so-called ergotin-tabes has been described, 
and degenerations of the posterior columns have 
been found in pellagra, a disease due to eating 
poisonous maize. So also a number of poisons 
which are apt to produce peripheral neuritis, and 
certain cachexias— e.g. pernicious anaemia, diabetes 
—may produce degeneration in the posterior roots 
of the spinal cord of a similar nature to tabes. But 
however much they may resemble tabes they are 
altogether unlike in their clinical history. Most of 
the facts in reference to the aetiology of tabes seem 
to support the view originally propounded by 
Striimpell, that tabetic degeneration is the result 
of a toxin developed by syphilis. The tabetic 
degeneration, however, is a dystrophy, and has 
none of the characteristics of tertiary lesions. 
There are no cellular infiltrations, and there are 
no vascular or gummatous changes, and it does 
not yield to anti-syphilitic remedies. Therefore it 
is customary to call the degeneration of tabes 
meta-syphilitic or para-syphilitic, the latter term 
being suggested by Fournier; that is to say, that 
the degeneration, though not syphilitic as such, is 
the result of syphilis. But at present this is pure 
hypothesis. The remarkable thing is that if it is 
the product of the Spirodiceta pallida it should 
take so long to develop, or remain so long in the 
system without taking on activity. Unlike other 
organismal toxins, which produce their effects and 
cease to be, that of tabes, once begun, tends to be 
progressive, and this postulates a more or less con¬ 
tinuous generation of the toxin. In this Ford- 
Robertson sees the action of a bacillus similar to 
the Klebs-Loeffler bacillus of diphtheria, to which 
he has given the name Bacillus paralyticans . 
This bacillus, which he has found in the genito¬ 
urinary and pulmonary tracts of general paralytics, 
is not, however, special to those suffering from 
this disease, but may be found in normal indi- 
| viduals and in all varieties of insanity. Without 
going into this subject at greater length, I may say 
that the most recent investigations are not in 
favour of the view that this bacillus has any special 
relationship to general paralysis or tabes. 
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Coming to treatment, if we believe, as I think we 
must, that the syphilitic virus is a sttie qua non in 
the aetiology of tabes, it should be our endeavour 
to combat this with all the resources at our hand. 
The comparative mildness of the primary attack or 
of the constitutional symptoms in those who ulti¬ 
mately become tabetic, seems to indicate that when 
the syphilitic virus expends itself in primary and 
secondary manifestations, there is less tendency to 
the development of the toxins which cause the 
tabetic degeneration. Whether this be so or not 
is a question, but the mildness of the primary 
symptoms no doubt leads in many cases to insuffi¬ 
cient treatment. But we cannot say that even the 
most effective treatment would altogether prevent 
the subsequent development of tabes. Some 
statistics published by Fournier are of interest in 
this relation. He finds that in 79 cases of general 
paralysis coming under his observation in which 
he was able to obtain data about the treatment, 
only 5 per cent, had been treated with thorough¬ 
ness, while in 80 per cent, at least anti-syphilitic 
treatment had been carried out in a more or less j 
perfunctory manner. Fournier holds that it is not 
enough to treat constitutional syphilis for a few 
weeks or months, but that the treatment should be 
carried on for at least two years, and intermittently 
for several years longer. According to him, treat 
syphilis well and there will be few cases of general 
paralysis. These views deserve the attention of 
those who have the opportunities of treating j 
syphilis early. If they are substantiated by further j 
inquiry tabes and general paralysis will be much 
less frequent in the future than they are at present, j 
The Wassermann reaction of the blood promises 
to furnish reliable indications as to the thorough¬ 
ness of the anti-syphilitic treatment. 

From what I have said it will be clear that once 
tabetic degeneration has shown itself treatment can 
only have a very limited scope. There is no pro¬ 
cess of repair possible in the central nervous system 
when once the nerve-cells and nerve-tracts have 
undergone degeneration. Therefore when tabetic 
degeneration has occurred we cannot remove it. 
All that we can do in the treatment of tabes, assum¬ 
ing that we have taken all preventive measures, is 
to try and arrest further degeneration, either by 
neutralising the toxin if possible, or by placing 
the patient under the most advantageous con¬ 
ditions for resisting it, relieving distressing sym¬ 


ptoms, and endeavouring to compensate for the 
defects of co-ordination which have resulted from the 
degenerative processes. Tabes is not necessarily 
progressive, though it tends to be. And I might 
quote to you, both from the experience of others 
and certainly from my own, numbers of cases of 
tabes in which the degeneration has come to a 
standstill. The term progressive , as applied to 
locomotor ataxy, is one which should be abolished, 
as it is not desirable to deprive a patient of all 
hope from the outset. The syphilitic origin of the 
disease naturally suggests anti-syphilitic treatment. 
But unfortunately mercurial treatment, of such 
enormous value in the treatment of primary, 
secondary, and tertiary syphilis, is singularly ineffi¬ 
cient in the treatment of tabes and para-syphilitic 
affections in general; yet seeing that when tabes 
develops there may still be traces of the original 
virus in the system, one feels in duty bound to give 
the patient the benefit of the doubt. Therefore, if 
he has not been treated before you would put him 
under anti-syphilitic treatment by inunction or the 
internal administration of mercurials and iodides. 
But I feel convinced, from the results of my own 
experience, that too prolonged mercurial treatment 
is often harmful instead of being beneficial, and 
debilitates the patient to such an extent that he is 
worse rather than better We do not yet know the 
nature of the toxin, nor have we yet discovered any 
method by which it can certainly be neutralised. 
Many remedies have, however, been extolled in 
this relation, but neither from my own experience 
nor that of others can I say that they have fulfilled 
expectations. Nitrate of silver was at one time in 
great vogue, but it has fallen out of favour. There is 
perhaps more hope in some of the new arsenical 
compounds. Atoxyl, now largely used in the treat¬ 
ment of sleeping sickness, has been recommended 
for the treatment of syphilitic and para syphilitic 
affections. But atoxyl is not without its dangers, 
and is apt to produce optic atrophy and blindness. 
As this is one of the manifestations of tabes one 
would naturally not do anything to favour it. If I 
may give the results of my own experience I would 
recommend a preparation made originally on my 
suggestion, viz. a combination of the oxy-bromides 
of arsenic, mercury, and gold, and sold under the 
name hydraurum (Bell and Croyden). It is given 
in doses of 10 ill, containing ^ of each of the 
oxy-bromides. From this I obtain better results 
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than from anything else I have tried. It may be j 
given for many months or even years with occa- , 
sional intermissions. i 

Seeing that tabetic degeneration is probably ! 
favoured by over-strain and over-exertion, you will 
always warn your patients against undue muscular 
exertion. All exercises should be kept within the ! 
limits of pleasant fatigue. Warn them also against j 
exposure to cold and damp. And as the lightning 
pains, which are so frequent in this disease, are 
apt to be excited by vicissitudes in the weather, 
such as are too frequent in our English climate, it ' 
is advisable that patients suffering from these 
pains should winter abroad, selecting some climate, 
not necessarily a warm one, which is dry and ] 
generally more equable than ours. I recommend 
Egypt or the Canary Islands, or long voyages to 
southern latitudes, and such patients as can 
afford it undoubtedly benefit from the change. 
When the pains do occur the best remedy is one 
of the coal-tar preparations, such as phenacetin, 
antipyrin, or antipyrin combined with bromide 
(ten grains of antipyrin and ten grains of bromide 
of ammonium), and this repeated at intervals of an 
hour will generally give relief. As to the visceral 
crises, these are often very distressing, and may go 
the length of repeated haematemesis and dangerous 
collapse. In such cases I have found nothing so 
successful as subcutaneous injections of morphia. 
Hypotonia is best combated by systematic mas¬ 
sage, kneading of the muscles, and general faradisa¬ 
tion. These measures improve the nutrition of 
the muscles and stimulate their sensibility. The 
treatment of ataxy is by what are termed “ Frenkel's 
exercises,” adapted with a view to re-education of j 
the faculty of co-ordination, which is failing owing 
to the impairment of muscular sensibility. This 
treatment is only applicable to cases where the 
sensibility is not entirely lost. ‘But it is rare for j 
sensibility to be entirely lost, and it may be 1 
sharpened by practice. The patient, under direc- « 
tion, first carries out certain simple movements, such 
as flexion and extension of the various segments of , 
the limb, and gradually proceeds to more complex ' 
acts, such as standing, walking, etc. By frequent 
repetition he learns to plant his limbs as desired, 
and as the visuo-motor memory becomes developed 
he may succeed in doing so even with his eyes : 
shut. During all his exercises undue fatigue must i 
be avoided, and the patient must be guarded I 


against falling. It is the fear of falling that induces 
ataxies to give up attempts to walk sooner than 
absolutely necessary, and Frenkel's exercises owe 
much of their success merely to moral influence 
and the restoration of self-confidence. Elaborate 
rules are laid down as to the performance of the 
various movements, and special institutions exist 
for carrying out the treatment. But much may 
be done in hospitals and at home and very satis¬ 
factory results attained. 

March 28th, 1910. 


Neumann has been testing the tolerance of 
children for large doses of tuberculin, his experi¬ 
ence showing that they can bear much higher 
doses than has hitherto been deemed possible. 
He regards the local reaction to the subcutaneous 
injection of tuberculin as the best test of the effect 
of the treatment. He does not increase the dose 
until the local reaction has subsided. These local 
reactions continue with the same dosage for quite 
I a while after there is no further temperature 
reaction, or they may be pronounced when there 
is no temperature reaction. At first the infiltra¬ 
tion is perceptible for a week or more, but as the 
reaction grows less the infiltration is more and 
more transient and disappears within a few hours. 
He waits before increasing the dose until the local 
reaction is much less. In a case described in 
detail, a boy, aet. 4 years, with rachitis and pro¬ 
nounced cutaneous reaction, who was much debili¬ 
tated, never having walked or talked, improved 
amazingly under tuberculin, commencing wdth 
about o'oooi grm. and reaching the dose of 
0*5 grm. in about six months. The intervals were 
from one to six or more days. He has never 
witnessed such rapid improvement without the 
tuberculin in any case. The temperature curve, 
he says, during the tuberculin course is that of a 
“ remittent subnormal fever.” He warns, however, 
that one cannot be too cautious in tuberculin 
treatment when the focus is in the vicinity of the 
central nervous system, citing the experiences with 
the tuberculin test in cases of tuberculous menin¬ 
gitis. He has also noted more or less dyspnoea 
in certain cases after the injections of tuberculin, 
which he ascribes to a reaction in tuberculous 
bronchial glands. In one case phlyctenular con¬ 
junctivitis developed; he does not know whether 
to ascribe it to the tuberculin or not.— fount. 
A . M . A ., vol. liv, No. n. 
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(Concluded from page 384.) 

Mr. H. F. Waterhouse said he was glad to find 
himself in almost complete agreement with Mr. 
Moynihan, and that was not astonishing, for 
English surgeons had learnt most about the subject 
from Mr. Moynihan. One point which struck him 
exceedingly in duodenal, as compared with gastric 
ulcer, was the comparative frequency of the two in 
hospital as compared with private practice. In 
hospital practice he had had a vastly larger number 
of gastric ulcers, whereas in private patients the 
duodenal ulcers preponderated. In private practice 
he had had three or four duodenal ulcers to one of 
gastric. He took it that that was largely accounted 
for by the frequency with which gastric ulcer 
occurred in young anaemic servant girls. Duodenal 
ulcer which he had met with on the operating table 
had proved to be indurated and chronic, and 
always easily felt and demonstrable. He thought 
Mr. Moynihan had done good service by pointing 
out that an ulcer which could not be felt—he 
would not go so far as to say which could not be 
demonstrated to the people in the operating theatre 
—was not properly a duodenal ulcer. Practically 
every duodenal ulcer which he had had, had been 
palpable. As to age, his statistics were in striking 
agreement with Mr. Moynihan’s. They were com¬ 
menced between thirty and forty-five; probably 
nine tenths of the cases occurred in that age-period. 
But duodenal ulcer was not unknown in childhood. 
He had had one definite duodenal ulcer in a child 
under a year old, and another one in a child under 
five years of age. He thought the possibility of 
duodenal ulcer occurring in childhood had been 
overlooked by most writers on the subject. He 
was convinced it was not a very rare condition. 
Again, as regards multiplicity, he thought Mr. 

• At the Surgical Section of the Royal Society of 
Medicine. 


Moynihan had done useful service in pointing out 
that duodenal ulcers were frequently multiple. He 
had never felt more than four or five on the 
operating table. That possibility of multiplicity of 
ulcers should be a direct bar to any such operation 
as excision. In the treatment of such ulcers he 
used only, and should continue to use only, gastro¬ 
enterostomy. In spite of what Mr. Moynihan had 
said, he regarded excision of the ulcer as dan¬ 
gerous, and it must have a greater mortality than 
such an operation as gastro-enterostomy, in which, 
in careful hands, the mortality from the operation 
was practically nil . He would like one result of 
the present debate to be a general agreement that 
excision of duodenal ulcers was to be a thing of the 
past, and that every case of the kind was treated 
satisfactorily and sufficiently by means of gastro¬ 
enterostomy. He would like to refer to the fre¬ 
quency with which he had found gastric and 
duodenal ulcers in combination. It had been 
something like 1 in 4, and that led him to 
speak of the difficulty of diagnosis. Mr. Moynihan 
and Dr. Hale White said the diagnosis of these 
ulcers was not usually difficult. It might not be to 
those gentlemen, but he was afraid that to the 
ordinary man like himself the diagnosis of that 
condition had not infrequently been a matter of 
some considerable difficulty, and his difficulty had 
been in differentiating between gastric and duodenal 
ulcer, and where that difficulty had arisen there 
had generally been found to be both gastric and 
duodenal ulcer co-existing. Therefore he did not 
wish it to be understood that all members agreed 
as to the ease with which the diagnosis could be 
made. He had known the best physicians and 
surgeons make mistakes in the diagnosis between 
those two conditions, and also between duodenal 
ulcer and gall-stones. He had seen three or four 
cases of duodenal ulcer, in which the pain radiated 
extraordinarily. It was not usually the case in 
duodenal ulcer, but was general in gall-stones. 
Where the duodenal ulcer caused such pain that 
the patient writhed on the floor, it was very difficult 
to know whether it was a case of gall-stones or not. 
He was in agreement with Dr. Hale White with 
regard to tenderness; he regarded tenderness "and 
a slight rigidity of the right rectus muscle com¬ 
pared with the left as valuable signs in diagnosis. 
He also agreed with the opener as to hyper-acidity. 
In all the cases which he had had examined, free 
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hydrochloric acid had been found to be under the 
normal. A point in the diagnosis was melaena. 
That had been present in the majority of cases of 
the condition with which he had had to deal. And 
where no melaena had been obvious to the naked 
eye blood was found in the stools by microscopical 
examination. It was a cause of gratification to 
surgeons to know that the distinguished physicians 
themselves who had taken part in the discussion 
recognised fully that when medical treatment had 
failed it should not be prolonged to any great extent, 
but the case should be handed over to the surgeon 
before any harmful results, such as stenosis, had 
had time to develop. With regard to treatment, 
he considered that the one and only treatment was 
gastro-enterostomy, and, as far as his experience 
went, that was all-sufficient and satisfactory. He 
knew no operation which gave greater relief for any 
condition than gastro-enterostomy did for the con¬ 
dition of duodenal ulcer. 

Dr. R. Hutchison said that a superficial study 
of Mr. Moynihan’s writings would give the impres¬ 
sion that “ hunger pain ” was a pathognomonic sign 
of duodenal ulcer. Similar pain, however, was 
noticed in certain cases of gall-stones and in certain 
cases of chronic appendicitis. What concerned 
the physicians, however, was whether a condition 
not organic at all, but functional, could manifest 
itself by the presence of a pain in the late period of 
digestion. Dr. Hutchison believed that there was 
such a functional condition, ^nd to it was applied 
the term “ hyperchlorhydria.” Patients suffering 
from excess of acidity complained of a pain to 
which the term “ hunger pain ” could not be denied, 
and which was relieved by taking alcohol or par¬ 
taking of food. Mr. Moynihan would probably 
reply that these cases not only suffer from hyper¬ 
chlorhydria, but also from duodenal ulcer. The 
point at issue was whether it was possible to have 
hunger pain from hyperchlorhydria apart altogether 
from duodenal ulceration. Dr. Hutchison believed 
that post-mortem evidence proved the absence of 
organic lesions in certain cases where hunger pain 
had been present. Operative evidence also bore 
out this view. He thought it advisable to operate j 
in suitable cases for duodenal ulcer, and further ■ 

’ I 

contended that after these cases had been operated 
on the patient should be kept under medical treat¬ 
ment for some considerable time. There was a I 


tendency for the surgeon to think that the patient 
might, on recovery from the operation, go straight 
away and eat, drink, and be merry. He had 
known of patients who had done this with disas¬ 
trous results. He considered that operation was 
not the end of treatment of these cases. 

Dr. A. F. Hertz said that until eight years ago it 
was universally believed as a result of the study of 
the clinical history of patients who were found after 
death to have a duodenal ulcer that duodenal ulcer 
was a rare condition, occurring with one twentieth 
the frequency of gastric ulcer, and that its diagnosis 
was generally impossible before haemorrhage or 
perforation had led to a fatal issue, but he was con¬ 
vinced that the old teaching based on pathological 
observations must be rejected, and Mr. Moynihan’s 
conclusions as to the frequency and the symptoms 
of duodenal ulcer accepted with certain reservations. 
The condition was certainly far more common than 
was formerly believed, but not, perhaps, as common 
as the two hundred cases operated upon by a single 
surgeon in eight years might suggest. When a 
surgeon had a reputation for the treatment of a 
particular condition, patients naturally come from 
all parts of the country to be operated upon by him. 
Both Mr. Moynihan and the Mayo's operate rather 
more often for duodenal than for gastric ulcer. As 
this was not the experience of other surgeons, it 
followed that a larger proportion of patients with 
duodenal ulcer than of patients with gastric ulcer 
were operated upon both in Leeds and in Rochester. 
Therefore, the frequency of duodenal compared 
with gastric ulcer was less than the relative numbers 
operated upon by Mr. Moynihan or the Mayo's 
would suggest, although it is very much greater 
than the old medical statistics indicated. Dr. 
Hertz said there could be no doubt that vast 
numbers of people with duodenal ulcer had been 
cured without anybody having suspected that they 
were suffering from such a serious condition, 
their symptoms having been ascribed to various 
functional disorders, such as nervous dyspepsia and 
hyperchlorhydria. But that did not mean that 
nervous dyspepsia and hyperchlorhydria do not 
exist. The former was infinitely more common 
than duodenal ulcer, but for want of accurate know¬ 
ledge of the symptoms of duodenal ulcer examples 
of this condition must have constantly been incor¬ 
rectly grouped with others of a less serious nature. 
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Dr. Hertz thought there was more excuse for the 
confusion with functional hyperchlorhydria than 
would be gathered from Mr. Moynihan’s statement 
that the amount of hydrochloric acid in his series 
of cases was not increased. Though that might be 
the case in the West Riding of Yorkshire, it seemed 
to be established beyond doubt that in most parts 
of Great Britain duodenal ulcer is almost always 
associated with hyperchlorhydria. These conflict¬ 
ing results were doubtless due to local differences 
in diet, corresponding to those which explain the 
fact that hyperchlorhydria is almost constant in 
patients with gastric ulcer in North Germany, but 
comparatively rare in South Germany. There 
could, moreover, be no doubt that the presence of 
free hydrochloric acid—whether excessive or not— 
plays an important part in the production of the 
pain of duodenal ulcer, as the pain is immediately 
relieved by alkalies and by the removal of the acid 
fluid present in the stomach. Dr. Hertz could not 
agree with Sir Lauder Brunton that the hydro- J 
chloric acid itself is the direct cause of pain, as he 
had found that several ounces of 0*5 per cent, 
hydrochloric acid produced no pain when intro- j 
duced by a tube into the empty stomach of patients 
in whom an operation performed the same or the 
following day revealed the presence of an active 
gastric or duodenal ulcer. He thought the occur¬ 
rence of discomfort or pain in the early part of the 
night was an important symptom. Two patients 
had consulted him more on account of the insomnia 
caused by the feeling of epigastric discomfort, 
which kept them awake for an hour or two every 
night, than on account of the hunger pain they 
experienced during the day. It was noteworthy 
that the interval between the evening meal and 
the onset of the pain which wakes the patient 
in the night is always an hour or two longer 
than the interval between the taking of food 
and the onset of pain during the day. This was 
due to the evening meal being generally the largest, 
and to the fact that the activity of peristalsis is 
diminished during sleep, and consequently the 
evacuation of the stomach is retarded. The long 
interval between a meal and the onset of pain had 
generally been ascribed to reflex spasm of the 
pylorus, causing delay in the passage of food from 
the stomach, but he had found, by X-ray observa¬ 
tions on three of Mr. Moynihan’s and four of his 
own cases of duodenal ulcer, that there was gene- j 


rally no delay in the emptying of the stomach, 
which commences immediately after food is taken. 
The pain begins when the stomach has evacuated 
about three quarters of its contents, and its spon¬ 
taneous disappearance after about an hour seems 
to correspond with the moment when the stomach 
becomes completely empty. If the patient, when 
first seen, was already on a strict diet, the diagnosis 
was often very difficult; the exact relationship 
between the taking of food and the onset and 
relief of pain were then only obtainable by putting 
the patient for a short time on to a full diet. 

Dr. Hertz observed that Mr. Moynihan placed 
no reliance on the results of physical examination, 
but he (Dr. Hertz) agreed with Dr. Hale White as to 
the importance of tenderness over the painlul area 
and rigidity of the right rectus compared with the 
left, although the pain might be localised exactly 
in the middle line, or even in the left side. These 
signs, though occasionally absent throughout, were 
most marked, and sometimes only present, if the 
patient was examined about three hours after a 
meal, when he was actually in pain. 

He (Dr. Hertz) had seen the man upon whom 
Mr. Moynihan operated during a first attack. The 
man had been ill for nine months, and had had 
most typical hunger-pain after almost every meal 
during all that time, but at the operation no sign of 
a duodenal ulcer was found. The small fibrous 
scar described by the pathologist was invisible to 
the naked eye, and could hardly have caused the 
symptoms which were present in their full intensity 
up to the very day of the operation. Mr. Sherren, 
also, at the earnest request of a patient, had operated 
■ during a first attack—and found nothing. It was 
clear, therefore, that a single attack of hunger-pain, 
even if it lasted for as long as nine months, did not 
| necessarily mean duodenal ulcer, though perhaps 
it indicated a condition which would lead to ulcera¬ 
tion in the absence of suitable treatment. Mr. 
Moynihan had laid great stress on the significance 
of the recurrence of attacks, between which the 
patient was entirely free from pain, often for several 
months at a time. Dr. Hertz believed this was a 
result of the remarkable ease with which duodenal 
ulcers healed, as it was scarcely possible that an 
open ulcer was present in the intervals between the 
attacks. Many of Mr. Moynihan’s cases were 
operated on in the quiescent period when hunger- 
pain was no longer present, and Dr. Hertz thought 
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that the white scar seen on the outer surface of the j years’ duration was a definite indication for opera- 


duodenum in such cases must be simply the 
remnant of an ulcer which had healed. As the 
inside of the duodenum was hardly ever inspected, 
it was impossible to say with certainty whether this 
view was correct, but he had, at autopsies, seen 
precisely similar scars on the outer surface of the 
duodenum and the stomach, the mucous membrane 
of which was absolutely healthy. 

Dr. Hertz had seen Mr. Moynihan operate on 
a man, set. 30 years, who was having very severe 
hunger-pain up to the time the operation was 
performed. The external examination of the 
duodenum showed the presence of a thick red 
mass, which was clearly the outside of an active 
ulcer, but there were three small white scars in 
addition. As the patient had had attacks of 
hunger-pain for the last twenty years, it seemed 1 
highly probable that the earlier attacks were due 
to the presence of ulcers which were now healed 
and were represented by the white scars, but that 
the recent pain was due to the active ulcer. 

According to Mr. Moynihan the treatment of 
chronic duodenal ulcer should always be surgical, 
but Dr. Hertz was convinced that this was erro¬ 
neous. If it were true that nothing but surgical 
treatment could cure a patient with a duodenal 
ulcer, then the ulcer should be present post mortem 
if no operation were performed, whatever the imme- ! 
diate cause of death might be. But Mr. Moynihan 
had proved that duodenal ulcer was a compara¬ 
tively common disease, whereas even the most 1 
recent statistics showed that duodenal ulcers were ! 
found comparatively rarely post mortem, so that 
the conclusion was inevitable that the majority of 
cases recovered completely without operation and 
eventually died from some wholly different cause. 
Dr. Hertz said it was often asked how the thick 
mass around a chronic ulcer could possibly disap- j 
pear under medical treatment, and Mr. Moynihan 
had stated that the conditions in the ulcer were as 
a rule such that nothing but surgical treatment 
could avail. But ulcers of this sort had been 
found to have completely disappeared when the 
abdomen had been opened several months after 
the performance of a gastro-enterostomy, and the 
mechanical and chemical effects of medical treat¬ 
ment were almost identical with what was supposed 
to occur after a gastro-enterostomy. At one time 
he (Dr. Hertz) thought that a history of many 


tive treatment, but a case recently under his care 
has made him change his opinion. 

A man, aet. 50 years, had for twenty-two years 
suffered from typical attacks of severe hunger-pain, 
the last of which had continued with hardly an inter¬ 
mission for nearly a year. On several occasions 
haemorrhage had occurred. The stomach was 
dilated, and there was visible peristalsis. As the 
ulcer was of such long standing, and as it seemed 
to have given rise to definite obstruction, operation 
was advised. For business reasons the patient 
had to postpone the operation for four months, 
during which he was carefully dieted, and took 
an ounce of olive-oil before each meal. He 
quickly lost his pain, And the dilatation and visible 
peristalsis disappeared, but with the long history 
an operation was still thought advisable, and the 
patient was very anxious to have one done. Mr. 
Rowlands operated, and found a definite white 
scar on the duodenum, but there was very little 
thickening, and he was able to convince himself 
that the ulcer had completely healed, although 
four months earlier it must have been active and 
the thickening round it sufficient to produce 
well-marked obstruction. 

Dr. Hertz thought every one would admit that 
medical treatment during an attack was generally 
followed by complete relief, so long as no obstruc¬ 
tion was present, but the little-known conditions 
which led to the formation of the orginal ulcer 
might be unaffected, so that exposure to cold or 
a period of overwork might cause the healed ulcer 
to become active again or a new ulcer to form. 
On the other hand, gastro-enterostomy not only 
caused an ulcer to heal, but it rendered a return 
of symptoms comparatively unlikely. This dif¬ 
ference between the results of medical and surgical 
treatment was due to the fact that the physician 
was too much inclined to have done with a 
patient and a patient was too much inclined to 
have done with the physician immediately the pain 
had gone. But in truth the physician’s duty was 
only half done when the ulcer had healed, as the 
patient must still be taught how to avoid a re¬ 
currence. 

In Dr. Hertz’s opinion an operation should never 
be recommended in the absence of obstruction 
until thorough treatment by diet and rest in bed 
for at least four weeks had failed to give relief, or 
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until frequent recurrences had occurred in spite of 
every precaution. 

Mr. Herbert Paterson said that he took it 
that the object of the discussion was to put on 
record the opinions of those who had had special 
experience in the treatment of duodenal ulcer. 
This being so, he felt sure that Mr. Moynihan 
would understand that if he (Mr. Paterson) criticised 
some of his statements, it was not because he did 
not thoroughly appreciate the value of the work 
which Mr. Moynihan had done, but solely with 
the object of eliciting the truth. Mr. Moynihan 
had given them a very clear and concise account 
of the symptoms of duodenal ulcer, but in his 
(Mr. Paterson's) experience the symptoms were 
not anything like so uniform as had been des¬ 
cribed. In some cases the onset of pain was 
immediately after the ingestion of food, in others 
it was continuous, and in others it occurred only 
two or three hours after a meal. Dr. Hutchison 
had suggested that in some cases “ hunger-pain ” 
was the expression of a purely functional disorder, 
but in every case in which hunger-pain was one of 
the symptoms in which he (Mr. Paterson) had 
operated, some definite organic lesion, either of the 
duodenum, gall-bladder, or appendix, existed. There 
was one difficulty in diagnosis to which reference 
had not been made in the discussion, namely, the 
differential diagnosis between duodenal ulcer and 
gastric crises. He had seen two patients on whom 
gastro-jejunostomy had been performed for gastric 
crises. In the one case which he had had an 
opportunity of investigating there was Ijyperchlor- 
hydria during the gastric crisis, but absence of free 
hydrochloric acid after the attack had passed off. 
He had made accurate gastric analyses in twenty- 
eight of his cases of duodenal ulcer, and had found 
that in 60 per cent, there was a marked excess of 
free HC 1 . In some cases the amount was as high 
as 014 and in others as high as 0 04. In discussing j 
this subject it was very necessary to define the | 
terms they used with exactness. He was of opinion 
that the term “ hyperchlorhydria ” should be limited | 
to those cases in which there was an excess of free 
HC1, the term “ hyperacidity ” being used for those j 
cases in which there was a high total acidity of the j 
gastric contents. The divergence in the results of 
gastric analyses in cases of duodenal ulcer probably 
depended to some extent on the time at which the 


! analysis was made. In some cases, at any rate, the 
hyperchlorhydria disappeared after the attack had 
passed over. In some cases it varied from day to 
day. In one case he had observed an increase of free 
, HC 1 from nothing to 0*04 in the course of a few 
days. Some of the speakers had mentioned a 
I functional hyperchlorhydria; he had not sufficient 
| “subtlety of mind ” to appreciate the existence of a 
condition of purely functional hyperchlorhydria. 
He had operated on nearly fifty cases of hyper¬ 
chlorhydria, and in every one of them there was an 
organic lesion either of the stomach, duodenum, 
gall-bladder, or appendix. He thought that it was 
not yet generally recognised that appendicular 
disease might, by causing secondary changes in the 
gastric mucosa, lead to marked hyperchlorhydria. 
He agreed with Mr. Moynihan that in cases of 
severe recurrent hyperchlorhydria there was no 
reasonable doubt as to the existence of a duodenal 
ulcer. Dr. Hutchison had referred to Harley's 
and Goodbody's statistics as to hyperchlorhydria, 
but he would point out that the cause of the hyper¬ 
chlorhydria was not investigated by operation, so 
that there was no evidence that the hyperchlorhydria 
was purely functional. It was quite possible that a 
| duodenal ulcer in an early stage might be so small 
and accompanied by so little infiltration that it 
could not be recognised at operation from an 
! external examination of the duodenum, but he 
wished most emphatically to dissent from the 
opinion expressed by one of the speakers that the 
duodenum or stomach should be opened and ex¬ 
plored from within. Such a procedure was unneces¬ 
sary and entailed unnecessary risk ; if no ulcer 
could be found from an external examination of 
the duodenum, gastro-jejunostomy should not be 
performed, and the abdomen should be closed. 
The risk of simply opening the abdomen was very 
slight, but if it were accepted that it was justifiable 
to open and explore the stomach and duodenum 
from within, then the mortality from these opera¬ 
tions would be materially increased. Dr. Hutchison 
appeared to regard melaena as a sign of duodenal 
ulcer, but he (Mr. Paterson) had observed several 
cases of severe melaena due to appendicular disease. 
Mr. Moynihan regarded haemorrhage as evidence 
of deep penetration of a duodenal ulcer, but he 
(Mr. Paterson) was of opinion that the haemorrhage 
more often came from the mucous membrane of 
the stomach than from the duodenal ulcer itself. 
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Mr. Moynihan, in speaking of vomiting, had said 
that it was generally due to stenosis. In his (Mr. 
Paterson’s) experience it was more commonly due | 
to spasm of the pylorus than to organic stenosis. 
These were the points on which he differed with 
Mr. Moynihan. When they came to the question j 
of treatment, he was most thoroughly in agreement 
with him. The treatment of chronic duodenal 
ulcer should always be surgical, but to justify opera¬ 
tion the attacks must be recurrent. He thought 
that this was a perfectly clear position to take up. 
There could be no doubt whatever that duodenal 
ulcers did heal under medical treatment. He had 1 
operated on three cases in which only a scar of , 
an ulcer was found in the duodenum, but notwith- ; 
standing this, the patient’s symptoms had persisted, j 
He thought that there was a certain amount of 
evidence that although a chronic duodenal ulcer 
healed, surgical intervention was still necessary in 
a proportion of the cases. It seemed that duodenal I 
ulcer was a more intractable condition than gastric , 
ulcer. He had shown elsewhere that in the case | 
of hospital patients, at any rate, probably not 
more than 25 per cent, of patients with chronic ! 
gastric ulcer were permanently cured. He did not j 
think, therefore, that they could expect the results 
of medical treatment of chronic duodenal ulcer to 
be very satisfactory. He did not wish to under- ; 
estimate the value of post-mortem evidence, but 
he maintained that an ounce of operation table 
pathology was worth a pound of post-mortem 
pathology, and he rejoiced that many physicians 
now came and saw operations on their patients, 
and so could observe the pathological conditions 
present with the clinical features of the case fresh 
in their minds. 

He agreed that when surgical treatment for 
duodenal ulcer was necessary, gastro-jejunostomy 
was the best available operation. Dr. Hutchison 
had emphasised the importance of after-treatment. 
He (Mr. Paterson) thought that too little attention 
had been paid to this important point. He always 
advised his ulcer patients to keep on a milk diet j 
for at least six months after operation, and longer , 
if there were marked hyperacidity. As to the 
results of surgical treatment, in his experience from 
85 to 90 per cent, of the patients were cured. They j 
could not expect to cure all cases, even with the 
Dest surgery, and they must remember that some of 
the patients were not cured, not because the gastro¬ 


jejunostomy was a failure, but because, owing to 
their feeble state of health, they fell victims to 
intercurrent diseases, such as phthisis. Further, 
some of the bad results after gastro-jejunostomy 
were due to its performance in the absence of 
definite organic indications. He ventured to repeat 
that gastro-jejunostomy should not be performed 
on a clinical diagnosis unless the operation findings 
indicated it. 

Dr. Nathan Raw said that the chief points to 
which he wished to draw attention were, firstly, the 
frequency of duodenal ulcer, and secondly, the 
very difficult question of early diagnosis. Those 
of them who had the opportunity of admitting into 
hospital cases of perforated gastric ulcer must all 
be grateful to Mr. Moynihan for having classified 
more clearly the very early symptoms of duodenal 
ulcer. He was impressed with the immense impor¬ 
tance to the patient of an early and accurate dia¬ 
gnosis being made. They all knew that if they had 
cases of serious duodenal ulcer they would endea¬ 
vour, if possible, to send them to Leeds and put 
them under Mr. Moynihan’s care, thus proving that 
Mr. Moynihan might meet more cases of duodenal 
ulcer in his practice than he himself was likely to 
do in Liverpool. But out of over 40,000 admis¬ 
sions into his hospital during the last twelve years 
there had been 182 cases of gastric ulcer and 37 
of duodenal. But aftei hearing about the minute 
differences upon which diagnosis depended, he 
thought it possible that in some cases their dia¬ 
gnosis might have been wTong. Nevertheless, out of 
five thousand autopsies, many of which he had him¬ 
self performed, during the last twelve years, he had 
only come across thirteen ulcers in the duodenum. 
If ulcers had healed as quickly as had been said, 
the post-mortem evidence could not go for much. 
But he felt sure from his experience that the 
number of cases of duodenal ulcer in Liverpool 
was not as great as appeared to be the case in 
Leeds. With regard to the class of people who were 
attacked with duodenal ulcer, it was known that 
gastric ulcer was most common among domestic 
servants, but his experience was that duodenal 
ulcer was very rare among domestic servants and 
more common among males than among females. 
He asked whether Mr. Moynihan could give any 
explanation of the latter (act. A fortnight ago he 
had a case in the hospital of a man who presented 
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all the classical symptoms which Mr. Moynihan 
described in his last paper; and he said here at 
last was a case of duodenal ulcer : there was marked 
hunger-pain, great pain after food. But, though 
careful search was made, there was no ulcer, but a 
chronic thickening of the pylorus, which would 
explain all the gastric symptoms. So he agreed 
that the symptoms which Mr. Moynihan described 
might be present in other conditions besides the 
classical ones of duodenal ulcer. 

l)r. Craven Moore expressed his keen apprecia. 
tion of the work of Mr. Moynihan on the subject 
under discussion, and although he could not see 
eye to eye with him, he was fully conscious of the 
debt of gratitude which was owing to that gentle¬ 
man for the demonstration of the frequency with 
which ulcer of the duodenum occurred in associa¬ 
tion with a disturbance of the functional activity of 
the stomach of a particular type. 

He would confess at once that he held a brief 
for “acid dyspepsia,” that “venerable fallacy” 
which regarded excessive acidity of the stomach 
contents as an important factor in the production 
of the symptoms. The term “ hyperchlorhydria ” 
might certainly, if Mr. Moynihan wished it, be 
discarded, as, in its original sense, it implied a 
qualitative disorder of gastric secretion, the exist¬ 
ence of which recent investigations had shown to 
be highly problematical. Acid dyspepsia, on the 
other hand, might be usefully retained to express 
the subjective manifestations of a type of dis¬ 
ordered functional activity of the stomach—with¬ 
out prejudicing the presence or absence of any 
associated organic lesion—and which, whilst fre¬ 
quently associated with ulcer of the duodenum, 
was not exclusively significant of that or any other 
lesion. 

Such of his experience as could be used for the 
purpose of this discussion, namely, of cases where 
he had had the opportunity of learning the nature 
of the subjective manifestations, of investigating 
the functional activity of the stomach, and of 
inspecting the parts at operation, had afforded 
results at variance with those stated by Mr. 
Moynihan. 

He could not agree with him as to the absence 
or insignificance of disorders of the secretory 
activity of the stomach in cases of duodenal ulcer. 
In seven recent cases in which the existence of 


this lesion was demonstrated at operation, he had 
found hyper-acidity of the stomach contents after 
a test-breakfast (10 oz. of plain infusion of tea and 
four breakfast biscuits) in six, and in the seventh 
the acid values were about the superior normal 
limits, the average acid values in the seven cases 
being for free HC1 50, for total acidity 70. 

That such hyper-acidity of the stomach contents 
was a factor in the causation of the symptoms 
would appear from the relief afforded by the 
dilution or neutralisation of the acid, and, further, 
as explaining the so-called hunger-pain—a manifes¬ 
tation, in all probability, of disordered motility, 
j namely, pyloric spasm—it had not been sufficiently 
appreciated that when hyper-secretion of gastric 
juice obtained the acidity of the stomach-contents 
increased as the stomach was emptied, the final 
portions to leave the stomach approximating to 
undiluted gastric juice; and so it happens that the 
appearance of hunger-pain coincides with the 
maximum acidity of the stomach contents. That 
hyper-acidity of the stomach contents is a factor in 
the production of the subjective manifestations of 
the acid dyspepsia of duodenal ulcer there could 
be no doubt; that it was not the sole factor was 
well recognised. 

As to the diagnostic significance of the symptom- 
complex defined by Mr. Moynihan, his experience 
did not confirm the exclusiveness which had been 
attributed to it. 

In a series of cases in which these symptoms 
had been precisely present, laparotomy had re¬ 
vealed a normal duodenum with ulcer of the 
pylorus in two, with chronic calculous cholecystitis 
in three, and with atonic dilatation of the stomach 
in two. In one of the latter cases the subjective 
manifestations corresponded exactly with those 
detailed by Mr. Moynihan in the periodicity of the 
attacks, in the character of the symptoms during 
the attacks; in fact, the patient spontaneously 
remarked that as a child she had spoken of her 
discomfort as “ hungry pain.” 

Haemorrhage he looked upon as a sign of great 
diagnostic value; not, however, the visible haemor¬ 
rhage which occurred as Mr. Moynihan and 
previous observers had found in some 30 per 
cent, of cases of duodenal ulcer, but the so-called 
occult haemorrhage. In all cases where laparotomy 
had revealed the presence of an ulcer, the existence 
of occult haemorrhage had been previously estab- 
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lished, occurring intermittently and in varying 
amount. | 

On the basis of such experience, he had come 
to regard the symptom-complex described as signi¬ 
fying the existence of a particular type of dis¬ 
ordered functional activity of the stomach, to 
which the term “acid dvspepsia” might well be j 
applied, and in order to establish the diagnosis of [ 
duodenal ulcer in association therewith, it was 
necessary to obtain, in addition to the patient’s 
description of such a symptom-complex, evidence 
of localised tenderness, possibly with muscular 
rigidity, above and to the right of the umbilicus, j 
and of haemorrhage during an attack. Persistent 
absence of these signs in spite of existence of the 
subjective manifestations described sufficed in his 
opinion to exclude an ulcer of the duodenum. 

Mr. Childe said'he thought the practical point 
which called for decision in the matter was, when 
the cases under discussion should pass into the 
hands of the surgeon. It was found a difficult j 
matter to decide. Patients might suffer from sym- I 
ptoms which were indistinguishable from those of 
duodenal ulcer, but in which duodenal ulcer had 
been proved not to exist. Mr. Eve had mentioned 
such a case, and Dr. Nathan Raw and Dr. Craven 
Moore also. Speaking as a practical surgeon he 
(Mr. Childe) said it would be admitted that a large 
number of cases of duodenal ulcer went on for 

! 

years, resulting, in many instances, in chronic 1 
invalidism, without the diagnosis of duodenal ulcer 1 
being ever made. And it was that state of mind I 
which existed in the profession in some parts which \ 
it was necessary to endeavour to eradicate, and ! 
which Mr. Moynihan had done so much to help 
eradicate. Mr. Moynihan had operated upon 
something like two hundred cases of duodenal 
ulcer, and on only eleven of these for perforation. 
That showed that, at all events, Mr. Moynihan had j 
been able to get the cases earlier than most surgeons 
did. He had himself operated upon something ! 
less than thirty cases of duodenal ulcer, and seven ] 
of these had perforated. He would like to mention 
three cases which occurred in his practice last 
year. They were all cases of perforation; they 
were all persons who were well-to-do and had had 
abundance of medical advice. They had all 
suffered for many years from duodenal ulcer sym¬ 
ptoms, but none of them had ever had it suggested 


[March 30 , 1910 . 

to them that that was their condition. None of 
them had had haemorrhage. The first diagnosis of 
their condition was when they came to operation 
after perforation, yet probably the ulcer had existed 
as long as their symptoms ; in one case that period 
was seventeen years, in another fifteen years, and 
in the other many years. Ulcers in each case were 
found, which were large and hard and had numerous 
adhesions around them. He thought Mr. Moynihan 
had done well to relegate haemorrhage to a subordi¬ 
nate place in the diagnosis ; he meant, not the latent 
haemorrhage which the last speaker had alluded to, 
but haemorrhage which the patient himself noticed. 
Of the seven cases of perforated duodenal ulcer 
which he had had himself, not one had had haemor¬ 
rhage which had been noticed by the patient. One 
of the seven cases was that of a medical man in 
Portsmouth, who had been there seventeen years 
and had always been a chronic invalid from indi¬ 
gestion. He had consulted several medical men, 
but none had made the diagnosis of duodenal 
ulcer. Early last year he began to suffer from 
symptoms of dilatation, vomiting large quantities of 
food at long intervals. On the advice of the 
practitioner who was attending him he went to 
London to see a physician attached to a large 
London hospital. That gentleman gave the 
definite opinion that the patient was suffering 
from atonic dilatation of the stomach and had no 
ulcer. Within three months of that diagnosis lie 
perforated, and there was no question he had had 
duodenal ulcer for many years. He mentioned 
those cases to illustrate that his experience of 
duodenal ulcer had been of late ulcer, and although 
Mr. Moynihan seemed to be in a happier position, 
yet many surgeons did not see such cases until they 
had been suffering from symptoms for many years, 
and in many instances had come to some cata¬ 
strophe, such as haemorrhage or perforation. The 
oldest patient upon whom he had operated was xt. 
66 years. After suffering from symptoms for thirty- 
five years he had a very severe haemorrhage. A 
tumour was palpable. He was operated upon by 
gastro-anastomosis four years ago, and had re¬ 
mained well ever since, a fact which showed that 
the condition was not malignant. He had certainly 
had the condition for, at all events, many years. 
In the late cases he did not think any operation 
was feasible except gastro-enterostomy. But he 
agreed with Mr. Moynihan that in the early cases. 



The Clinical Journal.] 


DUODENAL ULCER. 


[ March 30,1910. 399 


if one could be sure that there was only one ulcer, 
the operation of excision was sufficient. He would 
expect in early cases, if anastomosis was done, 
while the ulcer was active food would pass by the 
anastomotic opening, the ulcer would then heal, 
and that afterwards, although the anastomotic 
opening might not close, he did not see why the 
food should not pass again by the pylorus, and 
recrudescence of the ulcer occur. So if the ulcer 
was small and single and there was no obstruction 
at the pylorus he would excise it. If gastro-enter- 
ostomy was done in early cases, without obstruction, 
he thought further experience would show that it 
would be necessary to close the pylorus. 

Mr. Moynihan, in reply, said he was sure that 
the general trend of the discussion had shown 
that there was very much more substantial agree¬ 
ment among physicians and surgeons on this topic 
than there could have been twelve months ago. 
Had it not been for the speech of Dr. Craven 
Moore, he would have said that they were at last 
escaping from the bondage of the vocabulary, but 
it now seemed that there were some who must still 
submit to the tyranny of the text-book in that 
matter, and be driven to look upon many of the 
cases which he believed were cases of organic 
disease as still having a functional origin. Duo¬ 
denal ulcer was a real disease. It could be recog¬ 
nised at operations and could be demonstrated; 
and it could be diagnosed. And he wished to say 
deliberately that it could be diagnosed with an 
accuracy which was not exceeded in the case of 
any other abdominal disorder. But in making a 
diagnosis every detail must be gone into with the 
most sedulous care. It seemed to be one of the 
faults of modern medicine and surgery that one 
must deliver one’s message in the most concen¬ 
trated form: one was expected to describe the 
torrent of Niagara in terms of the pipette. He 
had been held to describe all the aspects of 
duodenal ulcer in the single term “hunger-pain.” 
The term “hunger-pain ” as he originally described 
it meant duodenal ulcer, and meant nothing else. 
But the term had been altered by those who had 
written since he (Mr. Moynihan) first introduced 
the term. It had, therefore, been very consider¬ 
ably debased, and in its present mutilated and 
debased form it certainly did not indicate duodenal 
ulcer. If the term was taken in the meaning which 


he originally attached to it he was still confidently 
of the opinion that it meant a duodenal ulcer. If 
the hunger-pain was subject to the seasonal varia¬ 
tions which he had described, if it was recurrent, 
if it occurred at particular times, and was relieved 
by particular means, if it fulfilled all the indications 
which he originally attached to the term, then in his 
belief it was applicable only in cases of duodenal 
ulcer. With regard to the causes of the hunger-pain, 
he had complacently accepted the explanation 
which had always been given by authorities, but Dr. 
Hertz had conclusively demonstrated to him that 
that was an erroneous view. He had thought it 
was caused by the opening of the pylorus allowing 
food to come in contact with the ulcer. Dr. 
Hertz, however, had shown that that was incorrect, 
and so much was owing to him in regard to the 
work he had done in bismuth and X ray work that 
he felt sure the solution of that problem was safe 
in Dr. Hertz’s hands. With regard to the diffe¬ 
rential diagnosis of ulcer, there were a certain 
number of cases in which the symptoms were not 
perfectly characteristic, as was, indeed, the case in 
every disease. He did not claim for duodenal 
ulcer a very much more strict clinical appearance 
than one attached to several other diseases within 
the abdomen. One of the greatest difficulties, 
to which no speaker had referred yet, was the 
discrimination of those cases which mimicked 
duodenal ulcer from cases of gall-stones and appen¬ 
dicitis. And of all the difficulties, the greatest was in 
the case of appendicitis. He felt that it was possible 
that some of the cases which Mr. Eve described 
were cases, not of gastric ulcer or of gastric erosions, 
not of neurasthenic gastritis, but of appendicitis 
with stomach symptoms. He (Mr. Moynihan) had 
recently contributed a paper on appendix dys¬ 
pepsia, in which he had put together a few reasons 
which made it clear why chronic appendicitis 
should mimic duodenal ulcer, and he had recorded 
cases in which the diagnosis of gastric ulcer, which 
was made on good grounds, and of duodenal ulcer, 
made on fairly good grounds, were really cases of 
appendicitis in which the appendix was adherent, 
and in which in its lumen there was obstruction. 
A great fault, which had been almost universal, 
was that gastro enterostomy had been done because 
the diagnosis of duodenal ulcer was made before 
the abdomen was opened. But gastro-enterostomy 
was not to be done unless there was found to be a 
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definite reason for it on opening the abdomen. 
Some surgeons seemed to think that it was a 
humiliation for them to open an abdomen after 
making a diagnosis on reasonable grounds and 
not to discover the particular condition which they 
had supposed to be present. He had himself no 
compunction in throwing his diagnosis aside as j 
soon as it was found to be wrong and going in 
search of something else. And if any precedent ! 
was required it could be found in the example of 
Saul, who went in search of his father’s asses | 
and found a kingdom. Dr. Hort, the value of \ 
whose work he recognised, had published a very 
able paper in the ‘British Medical Journal,’ in 
which he quoted five cases of duodenal ulcer 
which had not been cured by gastro-enterostomy. 
Such cases were few in comparison with those in , 
which this operation had been done for the relief 
of symptoms not due to any demonstrable organic 
lesion. When one was finding fault with the i 
treatment by gastro-enterostomy of a duodenal 
ulcer which had never been present, one must not j 
attribute as defects of the operation faults which j 
were those of the operator. The one thing against j 
which he could not inveigh too strongly and too | 
constantly was that of making the diagnosis, not 1 
verifying it at the operation, but proceeding, never¬ 
theless, to the performance of the operation 
originally planned. He was sorry to differ pro¬ 
foundly from Mr. Eve. Mr. Eve had found it 
necessary in 6o per cent, of his cases to open the 
stomach to search for an ulcer. If there was one 
thing which he, Mr. Moynihan, could impress 
definitely on the surgeon who was beginning that 
work, it was that it was never necessary to open 
the stomach for any purpose of the kind. An ! 
ulcer which had given rise to protracted and 
recurrent symptoms such as he had mentioned, 
had always reached the outer coats of the stomach 
or the duodenum as the case might be. Mr. Eve ; 
quoted cases which illustrated his (Mr. Moynihan’s) 1 
contention perfectly. In one case he passed his j 
finger into the duodenum, and found an ulcer 
deeply excavating the head of the pancreas. If an 
ulcer could be felt from the inside of the duodenum 
with the finger passed through the wall of the 
stomach, it could be felt from without. Where it 
was adherent to the pancreas it could be recog¬ 
nised after the meso-colon had been opened. In 
the second case there was a funnel-shaped adhesion 


to the liver, and when it was inspected from within 
the stomach it was supposed to be the aperture of 
the pylorus. Such a condition of hepatic adhesion 
could be recognised easily by inspection alone. 
Moreover, such an investigation of the duodenum 
through the stomach was not only unnecessary, it 
added some little danger to the operation, though 
very little in the hands of an experienced surgeon, 
but at all events it was a waste of time, because 
time was spent in investigating the interior of the 
stomach and duodenum for a condition which, if it 
had caused protracted symptoms, was palpable and 
easily visible from the outside. The time would 
be better occupied in searching for the appendix 
and removing it, because it would probably be 
found to be diseased. In such cases he had found 
that there was a very marked and busy contraction 
of the pylorus. The results of gastro-enterostomy 
in the cases which really needed it were now so 
good that they were probably not surpassed by any 
operation in surgery to-day. But if appendicitis or 
gall-stones were treated by gastro-enterostomy the 
results of course were not good. The bad results 
which had been ascribed to the operation were due 
either to there having been no ulcer, or to the fact 
that the earlier methods employed were technically 
imperfect. In the last few years, since the no¬ 
loop operation was adopted, the results were ex¬ 
cellent. The only danger—and he thought it was a 
very real danger—in gastro-enterostomy, was the 
possibility of the incidence of peptic ulcer. Mr. 
Paterson had drawn attention to that in a manner 
which was characteristic for its academic complete¬ 
ness, and he had warned surgeons of the measures 
they must take in order to prevent the condition 
developing. The opinion was expressed that 
surgical treatment should be adopted after medical 
treatment had failed to relieve, probably after a 
third, or even in some cases a second “attack.” 

March 28 th, 1910. 


Finck says that the caustic action of potassium 
permanganate upon tissue is due to two factors, 
the liberation of nascent oxygen and the formation 
at the same time of potassium hydroxide. The 
destruction products of the salt are not poisonous, 
and its caustic action is slow and steady. The 
author has found that application of the dry 
powdered crystals in excess makes an ideal means 
of destroying certain pathological tissues, as it eats 
away the abnormal tissue but does not affect the 
healthy.— Med. Rec ., March 5th, 1910. 
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MEDIASTINAL TUMOURS. 

By JOHN HILL ABRAM, M.D.Lond., F.R.C.P., 

Professor of Therapeutics and Lecturer on Clinical 
Medicine, University of Liverpool; Physician 
to the Royal Infirmary. 


It has been said by a famous clinician that the 
opportunity for making a diagnosis of mediastinal 
tumour does not often arise even with a large 
number of cases. Nevertheless it will be, I trust, 
of service to consider the subject, inasmuch as 
their serious nature demands a sound and early 
recognition. 

In the seven years I have had charge of wards 
at the Royal Infirmary I find nineteen cases have 
come into my hands; to these I might add three 
cases in which a mediastinal lump was present, but 
only as a late feature in a more widely spread 
lymphadenoma or tubercle. In private practice I 
have seen six cases. Of my nineteen hospital cases 
fourteen were males and five females—nearly 3 to 
1. Hare’s figures comes out more than 2 to 1. 

The ages were : 

Males: 25, 26, 28 (2), 30, 38, 43, 46, 48, 53, 
54, 64, 65, 76. 

Females : 15, 26, 52, 62 (2). 

In no case did we discover a definite aetiological 
factor. 

Dr. F. T. Roberts, in Clifford Allbutt’s 
‘System/ gives the following possible swellings: 
Carcinoma, sarcoma, lymphadenoma, fibroma, 
dermoid cyst, hydatid, gumma, tuberculous 
glands, lipoma, chondroma, osteochondroma, 
and myeloid tumour. 

From the structures present in the mediastinum 
and its walls the occurrence of any of these 
growths is possible. 

In a collected series of 520 cases of mediastinal 
disease, Hare found 134 cases of carcinoma and 
98 cases of sarcoma, from which Osier says we see 
carcinoma is the most common form of growth. 
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Dr. Roberts, on the whole, seems to accept 
sarcoma. Thirty cases at the Brompton hospital 
consisted of 17 sarcomata, 8 carcinomata. Sir 
Douglas Powell considers carcinoma, including 
secondary growths, to he very rare. 

In my cases all were sarcomatous ; excluding 
the two vertebral cases, all were classed as lympho- 
sarcomatous. At the time we have the opportunity 
of examining the growths it is not easy to determine 
the site of their origin, but, generally speaking, it 
is either the lymphatic glands or the thymus. 

Secondary growths are not common ; clinically 
they occurred in Case 4 as multiple skin tumours; 
post-mortem in Case 12 in liver; in Case 19 in 
liver, supra-renal bodies, and left lung; in Case 5 
in liver, spleen, kidney, heart, and pleura. 

Locally, on the other hand, they are very malig¬ 
nant, infiltrating widely in the mediastinal tissues and 
the pericardium and lung. In Case 9 the infiltra¬ 
tion involved the wall of the right auricle. 

Before entering upon a discussion of my cases, let 
me consider a few points in the physical examina¬ 
tion of mediastinal disease. We must bear carefully 
in mind the size of the disease area and its distance 
from the surface, e.g. the thymus lies behind the 
sternum and may be made out by percussion, 
while the lymphatic glands, at any rate those 
usually involved, lie far removed from the surface 
and cannot be so made out. 

Dulness over the manubrium can be used for 
diagnostic purposes only with caution ; a thymus 
gland two fifths of an inch thick will give definite 
dulness, and we cannot exclude a persistent 
thymus. 

Physical examination may reveal a displaced 
trachea or obstruction of air-passages by detecting 
stridor and incomplete entry of air into lung. 

I regard loss of vocal fremitus over an area still 
resonant, or even tympanitic, as one of the earliest 
and best signs of bronchial obstruction—a wrinkle 
I got many years ago from my old teacher and 
friend, Dr. Glynn. 

Secondary changes in the lungs arising from 
retention of secretions, or, as some believe, from 
nerve irritation, betray themselves by signs I need 
not detail. 

In Case 7 a notable fact was the variation of the 
percussion note, sometimes dull, sometimes reso¬ 
nant, over the same area. This is said to be a sign 
of bronchial obstruction. The great arteries are, as a 


rule,but littleaffected, but the veins quite commonly, 
the growth not merely surrounding them, but also 
penetrating their walls and bringing about occlusion 
by thrombosis. 

Growth of an intra-thoracic thyroid may give 
rise to dulness over the sternum and obstructive 
dyspnoea. 

Normally, as I have already said, the lymphatic 
gland groups escape detection. The main groups 
lie in the anterior mediastinum, the posterior 
mediastinum, and at the roots of the lungs. 

The anterior group are rarely involved, and they 
are so intimately related to the pericardium that it 
is impossible to mark them out from the cardiac 
dulness ; those in the posterior group it is impos¬ 
sible to reach, as also those at the roots of the lungs, 
by reason of their distance from the surface. 

In Case 18, however, there was an area of dul¬ 
ness just to the left of the sternum at the level of 
the first, second, and third intercostal spaces, which 
proved to be a projection from a growth originating 
in the left bropchial mass. 

The oesophagus] affords only the deglutition 
murmur, and this has not helped me at all. 
Special methods of examination may be employed. 
The laryngoscope is of the utmost value, even when 
there are no symptoms pointing to laryngeal trouble. 
The importance of laryngeal palsy as an early sign 
of organic disease in the mediastinum or spinal cord 
is indubitable. 

If I may digress for a moment to emphasise the 
uselessness of isolated symptoms : 

(1) George J. R. B—, set. 43 years. Gradual 
loss of voice. Two months' history of gradual onset 
following strain of neck muscles. Abductor palsy 
of left vocal cord. Quite well fifteen months later. 

(2) Rev. F. M—, set 34 years. Sudden loss of 
voice. Paralysis of right vocal cord. Absolutely 
well seven months later. 

Radioscopic examination is sometimes of value, 
and may settle the differential diagnosis between 
aneurysm and growth. In many cases it is not easy 
to make out the growth from the general opacity 
when lung or pleura are affected secondarily. It is 
stated by Jacobsohn that the shadow seems to move 
towards the affected side when bronchial obstruc¬ 
tion is present. 

From the character of my remarks it will be 
obvious that direct evidence is not very convinc¬ 
ing, and the diagnosis has mainly to be made by 
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the careful consideration of the pressure signs 
and results. It is equally obvious that in the 
time we can give it would be impossible to deal 
exhaustively with my subject; with the table of my 
cases before you I can deal, perhaps, with some 
points of particular interest. 

Let me give you first an almost complete case : 

Mary G—, act. 15 years. Onset eight weeks 
before admission marked by dull pain under the left 
shoulder, vomiting, and rapid breathing; then con¬ 
solidation of the left upper lobe became manifest. 

On admission child looked pale. Temperature 
102*8° F ; respirations 35 ; pulse 145. Slight j 
cough, no expectoration. Left upper lobe dull 
but vocal fremitus absent; breath-sounds weak | 
and bronchial in character. 

The neck and face oedematous and the veins | 
prominent. Left palpebral fissure narrow; left ! 
pupil small. Both vocal cords paralysed. Enlarged 
glands above the left collar-bone. Leucocytosis 
26,000; differential count normal. 

Post - mortem. —Lympho-sarcoma ; infiltrating 
bronchus. Suppurative broncho pneumonia. 

The less obvious cases can be best brought in 
by taking the common symptoms of chest mischief 
in detail. 

Subjective sensations .—Pain may be either of a 
dull, aching character or sharp and shooting. Its 
locality depends on the site of the growth. Secon¬ 
dary symptoms may be present, sweating, vesicular 
eruptions, and so forth. 

Cases 10 and 11 deserve special mention ; both 
were growths starting from the vertebral column 1 
and extending into the mediastinal tissues. I 

Case 10.—James O—, set. 46 years ; dull pain 
was felt in the right side, which spread into the 
right shoulder and arm ; he stated that the painful 
areas did not sweat. 

The skin of the right arm was dry and scaly. 
The right pupil was small and definite ptosis I 
present. No evidence of spinal cord disease. ! 

Post-mortem .—Sarcoma arising from vertebral j 

bodies. ! 

Case ii. —Francis W— , set. 48 years, sent in for 
neuritis of right arm. He complained of sharp, 
darting pains in the arm; definite weakness and 
wasting were present. In addition, however, there 
was considerable oedema of the limb, and the 
superficial veins of upper arm and shoulder were 
obviously enlarged. j 


Growth was made out just above the right 
clavicle. 

Post-mortem. —Sarcoma arising from vertebral 
bodies. 

Dyspnoea. —In ten out of my nineteen cases this 
was a marked feature, varying from rapid breathing, 
j dyspnoea on exertion, to the most violent, suffoca¬ 
tive type in one case. Orthopnoea was present in 
j four cases. In two breathlessness was marked 
when lying on the left side; in both the right lung 
was widely infiltrated. 

Dyspnoea arises from secondary changes in the 
lungs, effusion into the pleura, or from pressure 
upon the vagus nerve-trunks or the pulmonary 
plexus; between the latter nervous types it is often 
difficult to distinguish. 

In sixteen out of my nineteen cases there was 
evidence of lung (twelve) or pleura mischief (four). 
A few of these will illustrate some special points. 

Case 5.—William H. E—, aet. 28 years, admitted 
for cough, weakness, and dyspnoea. He was 
emaciated and anaemic, w r ith an irregular tempera¬ 
ture, varying from 102*8° to 98*8° F. On two 
occasions, at four days’ interval, 22 oz. of haemor¬ 
rhagic fluid were removed from the left pleura. 
Tender swellings over the lower part of sternum 
l and the right third rib made the diagnosis fairly 
| easy. 

1 Post mortem. —Mediastinal growth with secon¬ 
dary masses in periosteum. 

A haemorrhagic exudate is suspicious, but may 
occur in tuberculosis and many other conditions. 

A more striking case was the following: 

Case 16.—Samuel S—, aet. 64 years. Cough, 
weakness, and dyspnoea. Two months’ history of 
“ bronchitis.” Well nourished. Dyspnoea on 
sitting up. Temperature 98° F.; pulse 100; 
respirations 28. Right pleural effusion; 26 oz. 
of clear yellowish fluid removed, but no reliefs 
respiration and pulse-rate unaltered. 

Post-mortem. —Mediastinal growth, suppurative 
bronchopneumonia. 

Careful examination of the fluid withdrawn will 
lend valuable aid at times. In Case 18 a small 
nodule of growth was found, and, curiously enough 
in this case, a similar group of cells was found in 
the sputum. Apart from emphasising these points 
I shall not detail the case, as it is a straight¬ 
forward one. 

The points I make in the effusion cases are — 
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(1) absence of relief after removal of fluid; 

(2) nodules of growth in fluid ; (3) haemorrhagic 
character of fluid. 

In another case with effusion no help was 
obtained by these points, but the nature of the 
disease was made plain by the radioscopic exa¬ 
mination. 

Case 6.—Andrew C—, aet. 28 years. Pain in 
chest for seven weeks. Healthy-looking man. 
Physical signs of left pleural effusion. X-ray 
examination showed an opaque shadow with an 
unusual upper border running obliquely upwards 
from inner end of the fourth costal cartilage 
towards the coracoid process. After removal of 
fluid there was seen a dense shadow on the left 
of spine extending well above the inferior angle of 
scapula. 

Consolidation of the lung in these cases usually 
strikes an observer as presenting unusual features, 
e.g. the absence of vocal fremitus, and tueak 
bronchial breathing. The dulness may also show 
an irregular outline which puts one on the look¬ 
out, and exploration with a needle draws nothing 
but blood. Sometimes a bit of growth comes 
away in the needle; and here I would again 
remind you of the importance of examining any 
matter withdrawn, however trivial it looks. The 
needle, too ; gives one the impression that it is in a 
solid substance, but it is easy to deceive oneself as 
to this. 

One interesting case I must quote: 

Case 7.—Philip H—, aet. 30 years, admitted 
with a history of pneumonia one month previously. 
He looked well, but had a little cough. Dulness 
exactly corresponding to the boundary of the left 
upper lobe was present, the breath-sounds were 
weak, the vocal fremitus and resonance deficient. 
The dull area was explored; only blood was 
obtained. No change took place, unlike some 
cases of unresolved pneumonia, in which rapid 
resolution follows the introduction of a needle. A 
few weeks later paralysis of the left vocal cord was 
detected. 

He insisted on leaving hospital as he felt 
perfectly well. 

Ere long emaciation set in and death followed. 

By the kindness of his medical man, Dr. Owen 
Morris, I was able to make a post-mortem, which 
revealed a growth involving the left bronchus. 

Expectoration .—In my series I have not noticed 


anything very characteristic; in Case 18 there was 
a history of “clot” spitting, and in hospital a 
little bit of tumour-tissue was found in the sputum. 
Case 13 also gave a history of “ clot ” spitting, and 
Case 9 one of spitting “bits of liver.” 

The heart also suffers from the pressure of the 
growth. Displacement usually results in the apex 
being found somewhat downwards and to the left. 
The impulse is at the outer border of the cardiac 
dulness; in this it differs from pericardial effusion 
in which the impulse lies within the dulness. 

Nerves .—The most important signs in this group 
of pressure phenomena arise from pressure on the 
recurrent laryngeal nerve, resulting in paralysis of 
one or both vocal cords (seven cases). It must be 
borne in mind that palsy, at any rate of one cord, 
may not cause any obvious symptoms and must be 
carefully sought for, just as optic neuritis may be 
present when there is no subjective affection of 
vision. 

From pressure on the vagus we may get in 
addition to attacks of dyspnoea, spasmodic ob¬ 
struction of the oesophagus, vomiting, and either 
slowing or quickening of the pulse-rate. Finally, 
implication of the sympathetic nerves may lead to 
variations in the diameter of the pupils and ptosis 
(four cases). 

Glands .—Troisier many years ago pointed out 
the valuable help we may get in obscure malignant 
disease in the abdomen from enlargement of the 
lymphatic glands above the left clavicle. I have 
found this sign of value in mediastinal cases 
(Cases 1, 2, 3, 14, and 19), but must add that the 
secondary glands may be present on either side. 
In some cases the growth can be detected in either 
the supra-sternal or supra-clavicular areas (Case 2). 

Differential diagnosis .—I have touched upon 
many points in the course of my paper, but have 
just to add a few words on the question, aneurysm 
or growth ? 

This point has lost much of its difficulty now we 
have an X-ray examination to help us—the presence 
of an expansile shadow, if I may be allowed the 
expression, settles the matter at once. 

Generally speaking, if the patient be a female and 
under twenty-five, growth is the more probable. 
Again, obstruction of veins and oedema is more 
often seen with growth. 

Stevens emphasises the importance of distinguish¬ 
ing between pressure signs pure and simple, and 
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pressure effects* accompanied by alterations in the 
neighbouring tissues. 

Irregular outline of the dull area points to 
growth, while the presence of marked local bulging, 
thrill, diastolic shock, or alteration of the pulses are 
all in favour of aneurysm. 

Prognosis .—Of necessity this must be gloomy 
even when the growth is simple. Some day, perhaps, 
surgery may come to our aid. 

Treatment .—Dr. F. T. Roberts has well said 
that, considering the conditions with which we 
have to deal, it will be for the welfare of the 
patient that we should not be too active in treat- 


tions, but as a rule is of little use, as tracheal 
obstruction is generally present also. 

Paroxysmal dyspnoea is best treated by chloro¬ 
form inhalations. 

Pleural effusion should only be removed for 
urgent symptoms, as according to Sir Douglas 
Powell it tends to retard the progress of the growth. 
Other and more general principles of treatment 
need no discussion before your Society. 

Looking back at these notes they seem to me to 
teach two practical lessons—one, the importance of 
thoroughness in the examination of patients, and 
the other, the necessity for appreciation of variations 
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ment, or employ irritating applications without 
any definite purpose. 

In one case in private I found definite stigmata 
of syphilis, and an energetic course of treatment 
resulted in complete recovery. 

In a case which ultimately proved to be lympho¬ 
sarcoma symptoms almost disappeared for four 
months after intensive treatment with arsenic. 

The application of a soft flannel bandage from 
the fingers to the shoulder may afford relief in 
some cases; puncture should be resorted to only 
as a last resource. 

Tracheotomy is of service in a few cases when 
obstructive dyspnoea is due to laryngeal complica- 


! from the usual types of affections, alike in their 
course, and in the effects of treatment. 

I April 4th t 1910. 


We have received from the American Medical 
Association a copy of ‘ The Propaganda for Reform 
in Proprietary Medicines,’ containing the various 
; exposures of nostrums and quackery. This book 
j presents in convenient form most of the exposures 
j that have appeared in the ‘Journal of the American 
Medical Association ’ concerning certain prepara¬ 
tions. The book will prove of value to the physi¬ 
cian by enlightening him as to these so-called 
ethical preparations, and by putting him in a 
position to answer intelligently questions regarding 
I patent medicines. 
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THE DIAGNOSIS OF TALIPES OR 
CLUB-FOOT. 

By R. P. ROWLANDS, M.S.Lond., F.R.C.S.Eng., 
Assistant Surgeon and Surgeon-in-Charge of the 
Orthopedic Department, Guy’s Hospital. 

The diagnosis of club-foot is admitted to be such a 
difficult thing, and so much depends upon accuracy 
of diagnosis, that I venture to submit the following 
remarks on this question. The subject is approached 
from the point of view of deformity, and no attempt 
is made to deal with the nervous affections which 
lead to talipes, but an endeavour is made to draw 
attention to those points which are of real value in 
the diagnosis from a practical point of view. The 
treatment is not likely to be either radical or rational j 
unless the diagnosis is accurate. ■ 

The Diagnosis : Club-foot or Talipes. 

The Defifiition. 

Any deformity of the foot not limited to the toes 
commonly goes under the name of club-foot or 
talipes. The diagnosis of the different forms of ! 
talipes is extremely difficult owing to the number i 
of causes and the complicated nature of the defor¬ 
mities. It may be well, therefore, to define briefly 
the chief varieties of simple deformity. 

(a) Talipes equinus .—In this condition the fore 
part of the foot cannot be raised to the normal 
degree. Any healthy adult is able, with the knee 
straight, to flex the ankle to such an extent that the 
ball of the great toe is two or three inches higher 
than the prominence of the heel. The degree of | 
flexion is even greater in infants, but with advanc¬ 
ing years the movement becomes limited, so that 
old people may hardly be able to flex the foot | 
beyond the right angle. 

( b) Talipes calcaneus. —In this condition the heel 
is depressed and the fore part of the foot elevated. 
Extension of the ankle is limited, so that the fore 
part of the foot may not touch the ground in 
walking. 

(c) Talipes • valgus. —The foot is everted and 
abducted at the ankle-joint, so that the inner 
malleolus is too prominent. 

(< d) Talipes varus .—The foot is inverted and 
adducted at the ankle-joint, so that the outer 


malleolus is too prominent. In* this condition, 
however, there is more serious deformity at the 
medio-tarsal joint, at which the fore part of the 
foot is adducted and inverted. 

(e) Talipes cavus. —The arch of the foot is too 
high or hollow. This may be due to depression 
of the fore part of the foot, of the heel, or of 
both. 

Club-foot may be divided into (i) the congenital: 
(2) the acquired\ 

(1) Congenital club foot. —In this condition the 
foot is deformed at birth. There are two chief 
varieties of it: 

(a) Equino-varus. 

if) Calcaneo-valgus. 

(2) Acquired clubfoot. —This may be sub-divided 
as follows : 

(a) The paralytic. 

(i) Disease of the upper neuron. 

(ii) Disease of the lower neuron. 

(iii) Primary muscular disease. 

if) Postural, e.g. talipes valgus. 

(c) Due to fibrosis of muscle with retraction. 

(d) Due to bone-disease. 

(e) Due to joint-disease. 

(f) Due to contracting scars. 

(g) Due to hysteria. 

(1) Congenital talipes is usually quite easy to 
diagnose because of the history of the presence and 
the nature of the deformity at birth. Sometimes 
the history may be lacking or misleading, and the 
shape of the feet may have been so altered by 
treatment or neglect that it may be very difficult to 
distinguish the condition from paralytic talipes, 
especially that due to paralysis of the lower neuron. 
In making the distinction it is important to remem¬ 
ber that the shortening is usually very much less in 
congenital cases, and that wasting of the muscle, 
apart from tight splinting, is also much less. 
Trophic ulcers and cold and blue feet, which are 
common in cases of paralysis, do not occur in 
congenital talipes. Moreover, the toes are not 
hyper-extended at the metatarso-phalangeal joints, 
a condition commonly present in paralytic talipes. 
The reaction of degeneration is not present in con¬ 
genital cases, thus distinguishing it from talipes due 
to paralysis of the lower neuron. The reflexes are 
not exaggerated, thus distinguishing it from talipes 
due to paralysis of the upper neuron. In con¬ 
genital equino-varus the small conical heel is not 
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only raised, but also turned inwards in a charac¬ 
teristic way, and it is generally separated from the 
inner aspect of the foot by a deep furrow. There 
is also a curious flattening on the outer side of the 
foot, just in front of the external malleolus where 
the skin is dimpled and loose. There is also a 
furrow on the inner side of the foot opposite the 
medio-tarsal joint. The varus is always worse than 
the equinus, whereas in paralytic cases the equinus 
is usually worse than the varus. With care the 
over-stretched, and therefore weak, muscles can be 
shown to be functional and not paralysed. 

(2) Acquired : (a) The paralytic .—In talipes due 
to destruction of the (i) upper neuron the reflexes 
are exaggerated and the plantar reflex is extensor, 
whereas in talipes due to disease of the lower 
neuron the reflexes are unchanged, diminished, or 
lost. Reaction of degeneration is present with 
lesions of the lower neuron, and absent with lesions 
of the upper neuron. Coldness and blueness of 
the feet is only common in lesions of the lower 
neuron, and the same is true of trophic ulcers. 
The shortening and wasting is generally much 
greater in lesions of the lower neuron, and the dis¬ 
tribution of the paralysis is much more irregular 
than in lesions of the upper neuron. When the 
disease of the upper neuron is in the brain it is 
usual for the arm as well as the leg to be paralysed 
(infantile hemiplegia), or both feet may be sym¬ 
metrically involved (congenital spastic paraplegia). 
Occasionally there may be a cerebral monoplegia. 
In any case the deformity due to disease of the 
upper neuron is almost characteristic and is mostly 
equinus, usually with a little valgus, but occa¬ 
sionally with slight varus, whereas in lesions of the 
lower neuron the deformity is nearly always equino- 
varus or talipes valgus. In distinguishing various 
destructive lesions of the upper neuron the history 
and the nature of the deformity may help. In 
hemiplegia or monoplegia there may be a history 
of difficult labour with delivery by forceps, indicat¬ 
ing injury to the cerebral cortex, or meningeal 
haemorrhage with secondary fibrosis of the motor 
area. The deformity may not be obvious for a year 
or more after birth, and it is usually first noticed 
when the child begins to walk. In other cases it 
may be due to thrombosis of the cerebral veins 
following measles or influenza, or it may be due to 
rupture of some of the cortical veins during 
whooping-cough or violent fits of passion. Con¬ 


genital spastic paraplegia is distinguished by its 
symmetry, by the amount of spasm, as shown by 
the unexpected amount of flexion of the ankles 
that can be produced by firmly pressing upwards 
the fore parts of the feet. Moreover, there is 
usually some mental incapacity, and often the 
history of nervous disease in the family. When 
the lesion is in the spinal cord there may be a 
history of spinal injury or the evidence of spinal 
caries or of growth causing a spastic paraplegia. 
In amyotrophic lateral sclerosis there are signs of 
paralysis and wasting of the upper limbs. Fried¬ 
reich^ disease, or hereditary ataxy, is an occa¬ 
sional cause of talipes equinus, or equino-varus ; it 
can be recognised by the inco-ordination, the 
nystagmus, and slurring of speech. 

(ii) Lesions of the lower neuron may be in the 
cord (infantile paralysis), or in the cauda equina 
(spina bifida), in the lumbo-sacral cord or sacral 
plexus ( e . g. carcinoma of the rectum), or in the 
peripheral nerves (peripheral neuritis, injured sciatic 
nerve, or Tooth's neuro-muscular paralysis). In¬ 
fantile paralysis is, as already pointed out, distin¬ 
guished by its irregular distribution, reaction of 
degeneration, with its vaso-motor and trophic 
lesions. It is frequently possible to show that the 
patient is unable to use certain muscles or groups of 
muscles, especially the anterior tibial and peroneal 
group. It is quite unusual for the paralysis to be 
limited to the leg; the thigh is often affected to 
some extent, and often the opposite leg. It is 
important to examine for spina-bifida. Talipes 
due to it is not necessarily symmetrical. One 
foot may be involved more than another, and the 
deformity is often progressive. I have seen several 
cases of talipes calcaneo-valgus associated with it, 
and also pure cavus, and one very bad case of 
equino-varus of one foot and equino-valgus of the 
other. The foot may drop in peripheral neuritis 
due to diphtheria, lead poisoning, or alcoholism. 
In each of these conditions there is other evidence 
of the disease. In many cases of growth in the 
pelvis the foot may drop, due to invasion of the 
sacral plexus by the growth, which may be either 
sarcoma of the pelvis or carcinoma of the rectum. 
Wounds of the thigh, or the pressure of tight splints 
in the treatment of fracture, or the forcible exten¬ 
sion of a contracted knee may lead to paralysis of 
the sciatic nerve, especially of its external popliteal 
branch. This may lead to talipes equino-varus. 
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A similar deformity may follow injury of the 
lumbar spine, with secondary haemato-rachis, or 
growth anywhere in the course of the sciatic nerve. 
I have known it follow the use of a Hodgen 
extension apparatus. Tooth's neuro-musciilar 
paralysis causes paresis of the anterior tibial and 
peroneal muscles, with talipes equino-varus and 
marked cavus, with deformity of the toes. It may 
be distinguished from infantile paralysis by the 
symmetrica] affection of both feet, by the wasting 
of the thenar eminences, and the history of similar 
deformity in the family. 

(iii) Primary muscular disease .—In primary 
muscular paralysis talipes may be developed late in 
the disease; but as a rule these patients do not live 
long enough for the deformity to become a striking 
feature of their condition. The cause is usually 
recognised by the affection of the spinal and 
scapular muscles, and the characteristic way in 
which the patient raises himself from the supine 
position by rolling into the prone position, and 
then lifting himself on his toes and hands, and 
placing a hand upon the front of the thigh. The 
writer has operated upon a boy of sixteen who had 
suffered for years from pseudo-hypertrophic mus¬ 
cular paralysis. His deformity was extreme equinus 
with slight valgus of both feet, with marked wast¬ 
ing of the legs and of the spinal and scapular 
muscles. The deformity closely resembled that 
following lesions of the upper neuron, but the 
absence of the knee-jerks and the wasting of the 
various muscles mentioned made the diagnosis 
easy. 

(b) Acquired talipes valgus may be either due to 
posture or to paralysis of the ti biales muscles. 
When a patient attempts to adduct and invert the 
fore part of the foot, the tendons of these muscles 
can be seen to stand out when they are not 
paralysed. 

(c) Fibrosis and contracture of the muscles of the 
calf. —Very rarely the calf muscles may contract 
as a result of an ischaemia analogous to that occur¬ 
ring in the forearm, and leading to contracture of 
the wrist and fingers (Volkmann's contracture). 
The same condition may develop as a result of 
cellulitis of the calf-muscles, often associated with 
compound fracture of the leg or with acute necrosis 
Of the tibia. In all these conditions it is important 
to prevent the development of talipes equinus. 

(d) Bone disease .—Injury or inflammation of 


I the tibia near the epiphysial lines in youth may 
lead either to arrest or overgrowth of the affected 
bone. This is not uncommonly a cause of talipes, 
which can be recognised if care be taken to make 
comparative measurements of the bones. Occa¬ 
sionally talipes equinus follows severe burns or 
lacerations of the skin of the leg or foot. The 
foot may be forced into a cramped position by 
tight boots, and a form of talipes cavus may thus 
develop, with marked deformity of the toes, which 
are hyperextended at the metatarso-phalangeal 
joints and flexed at the other joints. This con- 
j dition must not be confounded with a similar one 
j due to paralysis of the small muscles of the foot, 

! especially ot the interossei and lumbricales. 
j ( e) Joint disease .—In fractures into the ankle- 

J joint, such as Pott's and Dupuytren's fractures, a 
j very bad form of talipes equino-valgus may form 
unless care be taken to correct the deformity and 
to keep the ankle moving. Talipes equinus may 
arise as a result of the mal-treatment of sprains, and 
it may also follow arthritis of the ankle, either 
septic or tuberculous, unless care be taken to keep 
the ankle flexed during treatment. 

(J) The diagnosis of talipes, resulting from the 
destruction of the skin and soft parts, is usually 
obvious enough from the scars. There may be 
some wasting of the muscle from want of growth 
of the limb as a result of want of use. 

(g) Hysterical club-foot may be suspected from 
the associated symptoms of this disease, and 
proved by the absence of any change in the 
electrical reactions, by the variation of the de¬ 
formity, and the disproportionate amount of spasm 
which passes off during sleep and under an 
anaesthetic. 

April 4th t 1910. 


The Executive Committee of the General Medical 
Council have accorded a hearty vote of thanks to 
Mr. King lor his labours in preparing a pamphlet 
stating the conditions under which medical and 
dental practitioners, registered or legally qualified 
in their own country, may practise abroad. Mr. 
King has, in this excellent and useful work, brought 
together and rendered accessible in a convenient 
form the information in the possession of the 
Council as to existing conditions of practice in the 
British dominions and in foreign countries by 
persons registered in Great Britain. The book is 
sold by Spottiswoode & Co. 
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THE GEOGRAPHICAL DISTRIBU¬ 
TION AND ETIOLOGY OF 
CANCER.* 

By F. M. SANDWITH, M.D., F.R.C.P., 
Gresham Professor of Physic. 

LECTURE II. 

The investigations of the Imperial Cancer Research 
Fund have settled the fact that cancer is a disease 
common to mankind throughout the world. It 
might help us to solve the problem of the causa¬ 
tion of cancer in man if we could hear of any part 
of the world where cancer does not exist, but so 
far no such place has been found. 

It has sometimes been stated that cancer is 
peculiar to Europeans, and that when found among 
coloured races it has been introduced by Europeans 
who have infected the natives, or that it is some¬ 
how due to the evil influence of European civilisa¬ 
tion. But the researches carried out by the Fund, 
assisted by officials of the Colonial, Foreign 
and India Offices, do not entirely support these 
theories. Cancer is found among savage tribes 
where a European is almost unknown. To Mr. 
Chamberlain, when at the Colonial Office, belongs 
the credit of having perceived how valuable the 
organisation of the Colonial Office might be made 
in the cause of preventive medicine. 

I may remind you that he inaugurated the 
London School of Tropical Medicine, which is 
doing good work in investigating the diseases of 
our tropical dependencies, and teaching those who 
are about to spend their lives, as medical men or 
nurses, in hot climates. 

At the foundation of the Imperial Cancer 
Research Fund Mr Chamberlain nominated a 
representative of the Colonial Office to sit on the 
Committee, and he drew the attention of Colonial 
officials to the fact that they could supply valuable 
information to the Fund for the benefit of humanity. 
Consequently the Cancer Research Fund has been 
placed in direct communication with all the officials 
of the Colonial Medical Service, and similar official 
recognition has been given to inquiries through 
the Foreign Office and the India Office. 

You may occasionally hear it said that some 


countries in Europe are less afflicted with Cancer 
than others, that Switzerland, for instance, has far 
more cases than Servia or Spain, but it is necessary 
to study the figures carefully before coming to any 
| such conclusions, and we may say this : Wherever 
the statistics are accurate, the number of cases of 
cancer increases. Where the number recorded is 
excessively small, it is found that the statistics are 
not accurate, and that there are many undiagnosed 
cases. Deaths are not registered by the doctor in 
all countries; it is occasionally done by the priest, 
or a clerk of either sex, whose knowledge of 
medicine may be nil. 

An instance is reported from a village where an 
ignorant old peasant performed this duty, and 
returned all deaths as due to heart failure, which, 
I need hardly say, was no aid to science. In Natal 
the native deaths are reported to the magistrates at 
certain intervals by informants sent by the chiefs, 
and the cause of death is duly announced as “ pain 
in the head” or “sick inside.” 

Some importance was attached to the statement 
formerly made that cancer practically did not exist 
in India, Egypt, and among aboriginal races. But 
in three years over 2000 cases have been reported 
from the hospitals alone in India, 297 cases in the 
Government hospitals of Egypt, and isolated cases 
have been seen in the scattered population of the 
Sudan. In short, wherever careful search has been 
made, cancer has been found. The fact that 
cancer cases have of late years been carefully 
searched for and registered, accounts to a large 
extent for the supposed increase in the number of 
cases. It is an illness often not easily diagnosed, 
and the more careful investigation of doubtful 
diseases, which is undertaken with greater care 
every year, reveals cases of cancer which formerly 
would almost certainly have escaped detection. 

For instance, until the Cancer Research Fund 
made special inquiries in Japan, it was popularly 
believed that cancer was extremely rare among the 
Japanese. But this is not found to be the case. 
There are many cases of cancer, though up to now 
the statistics show only about half the number 
recorded in England. Are these statistics accurate? 
According to their own medical expert, Baron 
Takaki, cancer is not as well diagnosed in Japan 
as in England, and this may account for the 
apparent difference in numbers. 

We must also consider the average length of life 
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of a race when we try to find out whether it is liable 
to this disease because cancer is an illness to 
which old people are specially subject, so when the 
population is short-lived, the individuals have not 
the same chance of contracting cancer as those 
reaching a ripe old age. Over a quarter of the 
population of Great Britain are forty years old 
and over, whereas in Natal, for instance, only 13 
per cent, of the natives reach this age. In all 
native states the women, especially, lead very 
arduous lives and age rapidly, rarely attaining any 
great age. 

There are other difficulties to be encountered in 
trying to determine the prevalence of cancer among 
savage or semi-savage peoples. Of the cases 
reported, 90 per cent, have suffered from external 
cancer, but this does not necessarily imply that 
cancer of the internal organs is rare among them. 
The native has far greater belief in the powers of 
sorcery and witchcraft to relieve the pains in his 
inside than in medical science, and the women 
more especially are not encouraged by their men¬ 
folk to consult European doctors. Questioning a 
semi-savage will generally lead to quite inaccurate, 
often purposely misleading, statements. 

If the cancer is not evident to the eye of the 
observer it will probably never be mentioned by 
the patient, and thus escape detection. 

Post-mortem examinations are much objected 
to, especially among Mohammedans, and it must 
be remembered that many of the cases that raise 
the numbers among Europeans are only revealed 
on examination after death. 

A very interesting report was submitted to the 
Cancer Research Fund by Dr. Seligmann from 
British New Guinea. This country is so little in 
contact with civilization that Dr. Seligmann says it 
is only just emerging from the Stone Age. The 
inhabitants, Papuans, over large areas cannot count 
beyond five, and the country is so little contami¬ 
nated by white folk that our common infectious 
diseases are unknown, with the exception of 
German measles. Among people so far removed 
from civilization it is possible to decide whether 
the causes often attributed to cancer among older 
communities are applicable. The inhabitants have 
the greatest objection to surgical treatment, so that 
in only a very small number of cases could there 
be any microscopical examination of growths. 

But new growths, malignant or otherwise, were 


rare. Sir William Macgregor, himself a medical 
man, who was Governor of British New Guinea for 
| nearly ten years, stated : “ For nine and a half 
years I 'never saw a case of cancer in British New 
J Guinea, but at the end of that time there occurred 
; an example of encephaloid cancer of the tibia in 
| the person of a Papuan who had for seven or eight 
, years lived practically a European life, eating 
tinned Australian meat daily.” Dr. Seligmann 
j says: “ Although constantly on the look-out for 
| new growths I did not myself see any in Papuans, 

| and for the history of the following case I am 
indebted to Dr. White, of Thursday Island. The 
patient was a girl of about sixteen, from the island of 
Mabuiag in the Torres Straits. The history goes 
that, while playing, she fell down and hurt her 
knee but did not break the skin. Shortly after 
this the knee began to swell, and after two or three 
months, as it continued to increase in size, she 
was brought to Thursday Island, where she was 
seen by Dr. White, who, finding the circumference 
of the joint was 22^ in., while the limb below was 
cedematous, and recognising that the tumour was 
malignant, amputated the leg above the knee. 
She made a very good recovery and was sent back 
to Mabuiag, where, however, she died in about 
two months, from what her relatives in the ‘ pidgin ’ 
English of the Straits described as ‘ short wind/ 
i. e. difficulty in breathing.” The amputated limb 
was microscopically examined and the growth was 
found to be cancer. 

Although the natives of British New Guinea 
appear to suffer very rarely from cancer, it occurs 
rather more frequently among other coloured and 
European people of the island, so that it cannot 
be maintained that the climate accounts for its 
rarity among the native Papuans, nor prevents the 
development of new growth. 

“ In those rare cases of malignant disease,” Dr. 
Seligmann concludes, “ which occur among Mela¬ 
nesians, the evidence of the disease seems to be 
associated in some obscure way with the adoption 
of a mode of life which assimilates to that of the 
white man.” 

Statistics show an apparently alarming increase 
of cancer during the last few years in the British 
Isles, and this state of things is generally believed 
to be true. An authority of high reputation states 
that “among the few morbid conditions that show 
any increase” are cancer, insanity and suicide, 
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while most other diseases, such as smallpox, 
measles and consumption, show a decided decrease. 

Before 1837 the causes of death in this country 
were not registered, and we are unable to say, 
therefore, how prevalent cancer was before that 
date. In 1840 it was the cause of 2786 deaths, or 
1 in 129 deaths registered. It is now assigned as 
the cause of death in more than four times that 
proportion, and this same author says : “ No other 
disease can show anything like such an immense 
increase. It seems certain that, if unchecked, 
cancer will ere long become one of the commonest 
diseases of modern communities.” In most 
countries where statistics are taken the same 
increase is recorded. In all such countries, he 
concludes, “ the augmented cancer mortality has 
coincided with progressive population, increased 
national wealth, diminished pauperism, and marked 
improvement in the general well-being. It seems 
to me impossible to regard these coincidences 
otherwise than as the result of cause and effect.” 

Another fact of interest is that the increase in 
the number of cases reported is chiefly among men. 
Since 1861 the cancer mortality among males has 
increased 153 per cent., while among females the 
increase has only been 74 per cent. The authority 
1 quote from puts this down to the fact that “ the 
conditions of life for men have come to resemble 
more closely those for women than heretofore. 
Excess of food, with want of proper exercise and 
changed surroundings, are, I think, its chief causa¬ 
tive agents.” 

But let us make sure of our facts, of our statistics 
being correct, before we accept any theories, and 
it is well to consult the latest and most reliable 
authorities to see what they have to say on the 
subject. The Cancer Research Fund does not 
corroborate the statement that there is an actual 
increase in the number of cases, although it is an 
undoubted fact that there is this decided increase 
in the number of cases reported. But as I said 
before, directly we come to search for cancer we 
And it. The more thorough the national statistics, 
the greater is the number recorded. This may not 
entirely account for the apparent increase but it 
certainly does to a very large extent. 

The Report gives this example of the unreli¬ 
ability of statistics for building up such theories: 

“ By the time the natives of Central Africa have 
so organised their communal life that reliable vital 


statistics are forthcoming the conditions of life 
among them will no longer be what they are to-day, 
and no doubt they will be interested in what to 
: them may be a new phenomenon, ‘the alleged 
increase of cancer ’ among them. We have seen 
this stage reached at successive intervals in different 
countries with the development of their national 
statistics, and since the work of the Imperial 
» Cancer Research was started Europeans have 
passed from the belief that cancer was rare or did 
not occur in Japan, to the minor question of its 
! real or apparent increase in that country. 

. “ Like other direct methods of attempting to eluci¬ 
date cancer problems, it appears as if the study of 
the ethnological distribution has brought us so far, 
and then left us face to face with the same patho¬ 
logical problems which limit statistical methods 
when applied to the cancer data of England or 
, Europe.” 

But although it may be a fallacy to believe that 
cancer is becoming more common, I am afraid 
no one can pretend that there is any reduction in 
| the death-rate from that disease, in spite of more 
J enlightened modes of treatment. 

Now let us consider the question of cancer in 
animals. 

“ Cancer,” the Third Report of the Research 
Fund tells us, “is widely distributed throughout 
the world both in man and other vertebrate 
animals.” It has been shown that cancerous 
tissue of one species of animal retains the charac¬ 
ters of that species, and here it differs from the 
tubercle infection, which can be conveyed from 
one animal to another of another species, and from 
animal to man, as in the case of tubercle-infected 
milk. Cancer has been found in various classes of 
| vertebrates, from mammals to fishes, among lions, 

: ^gers, jackals, deer, gazelles, cows, rabbits, dogs, 
cats, sheep, rats, mice, birds and frogs. But most 
j of the recent studies of cancer have been made on 
mice. 

Until recently it was generally thought either 
that cancer did not exist at all in animals, or in 
such rare instances as to be almost non-existent. 
When the investigations of the Cancer Research 
Fund were undertaken and it was resolved to study 
cancer in animals, doubts were expressed as to 
whether a sufficient number of cases could be 
I found to make this possible. But as soon as 
! serious search was made a very large number of 
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cases were at once found—over a thousand alone in 
mice. As in the case of man, it will not do to 
assume in consequence that there is an increase 
of cancer in animals, but simply that it has now 
been looked for with sufficient care and conse¬ 
quently found. 

Heredity is very generally supposed to,play an 
important part in the distribution of cancer. The 
views on this subject are very conflicting, and so 
many and such accurate statistics would be needed 
to prove the matter scientifically that we had better 
beware of coming to hasty conclusions. It will be 
well for us to remember the words of Pasteur, “ In 
experimental science it is always a mistake not to 
doubt when facts do not compel you to affirm.” 

Speaking generally, there is, undoubtedly, a 
tendency in the individual who has some morbid 
variation from the normal to reproduce that varia¬ 
tion in his offspring, although Nature is for ever 
trying to revert to the normal, and in favourable 
environment she succeeds in the generality of 
cases in restoring the normal condition. Hence 
you see, even in families where a morbid tendency 
is strongest, most of the members usually escape. 

But although it would be unwise to make 
definite statements about the hereditary character 
of cancer, having no scientific basis for such state¬ 
ments, there are so many cases on record of recur¬ 
rence in certain families that the question is well 
worth consideration. 

To mention a famous instance, Napoleon I, his 
father, his brother Lucien and two of his sisters, 
all died of cancer of the stomach. 

Broca, a French physician, relates the following 
history of another family. A woman died of cancer, 
aet. 60 years, leaving four daughters, A, B, C, and D. 
These four all died of cancer at the age of 43 and 
upwards. The children of A and D remained free 
from cancer, but B had five daughters and two 
sons. The second son died of cancer, aged 54, 
and four of the five daughters died of cancer, all 
under 45 years of age. C also had five daughters 
and two sons. The two sons escaped, but all the 
five daughters died of cancer, the eldest leaving 
several children, one of whom, a daughter again, 
died of cancer. 

Another case is related by Power of a man who 
died after a return of cancer after operation. His 
father had died of it, and of his two brothers and 
eight sisters, all but two, who died young, developed 


! cancer. Cases such as these are too striking to 
j be overlooked. 

! Another peculiarity is that the disease has a 
tendency to reappear in successive generations in 
! the same part of the body, and it usually reappears 
in the offspring at about the same age as it showed 
itself in the ancestor. 

In almost all cases of cancer there is a previous 
family history of at least one other case in previous 
generations, but, on the other hand, it must be 
, remembered that cancer as a cause of death is so 
common that few families of large size escape it. 

Professor Osier does not corroborate the fact of 
previous cases in the family history of his patients. 
He says that among 150 cases in his charge, in only 
eleven was there a positive history of cancer in the 
family. 

As I have said, it is an accepted rule that any 
marked peculiarity manifested in the individual is 
more likely to be reproduced in his descendants 
than in the descendants of others who have not 

i 

, this peculiarity, and there is every ground for 
believing that pathological peculiarities can be 
transmitted as well as others. Undoubtedly in 
such unfortunate cases where both parents have 
suffered from cancer there is the greater risk to the 
1 offspring. Dr. Roger Williams, of Bristol, who lias 
written on the subject, says that of 136 family 
histories of cancer patients investigated by him 
j in only two instances were both parents cancerous. 
These marriages produced seven children, of whom 
two died of cancer. He comes to the conclusion 
that what is transmitted in cancer heredity is not 
the actual disease itself but a tendency or pre¬ 
disposition, which may finally develop into cancer. 

The Cancer Research Fund will not allow us to 
state as an axiom that cancer is a hereditary disease, 

J in spite of the many instances that would lead us 
1 to suppose it is so. It would require too prolonged 
an investigation into a very large number of cases 
to come to any definite conclusions. The value of 
former records is not sufficiently to be relied upon ; 
the number of generations, since cancer has been 
1 more carefully diagnosed, has not yet provided 
enough material. 

The question can be more accurately studied in 
animals under observation. “We have already 
j obtained,” the Report says, “upwardsof 1000mice 
of unknown cancerous parentage. By successively 
crossing other spontaneously affected animals with 
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the offspring of cancerous parents, strains are being 
obtained in which the cancerous heredity is j 
or and even higher. The concentration of a 
hypothetical hereditary factor in a knoivti amount , 
and in large numbers of animals of known age , 
should, in the course of a few years, definitely 
settle whether there is a family or only an individual j 
liability to the disease.” | 

Dr. Lazarus Barlow lately gave an interesting ! 
account of the work done in the Cancer Research | 
Laboratory of the Middlesex Hospital, and, referring 
to the investigations upon heredity in cancer, he 
said that examination of the records of 8000 cancer 
cases of which the Hospital had notes, showed that 
there was no evidence that the disease was inherited. 
From the point of view of life assurance and of § 
allaying a general fear, this statement is of great ! 
public utility. j 

A question of great importance to us is whether 
cancer is or is not infectious. Let us see what 
some authorities say on the subject, though this, 
as well as most questions concerning cancer, is I 
enveloped in mystery, and speculation leads to no j 
very certain conclusions. 

Though not always the case, cancer seems to I 
haunt certain districts, and generally speaking j 
these areas are on low-lying, damp soil watered by 
streams of rivers, especially those which are liable | 
to floods. Places where cancer abounds have 
been found actually adjoining other districts where 
it does not exist, and Clemow tells us that “it has 
been pointed out that even the opposite banks of 
the same’ river may show a marked difference in 
the rate of mortality from malignant disease.” 
Besides this fact, which would lead us to suspect 
that cancer was infectious, and that people inhabit¬ 
ing the same district contracted the disease either 
from each other or through the same mutual 
source of infection, such as food, there are also 
houses where cancer appears to gain a footing and 
carries off one victim after another. These houses 
have come to be called “ cancer houses,” and the 
record they present is a very terrible one. 

Dr. Simons, of Bridgend, reports the following 
instance : “ Some short time ago a man came into 
my consulting room one evening. He had tuber- t 
culous glands in his neck, and in trying to elicit a 1 
family history he gave me the following remarkable 
and interesting account: 

“His family lived on a farm in Glamorganshire. 


The house is old, and at one time had been of 
considerable size, and was occupied by the agent 
of the property on which it was built. Latterly 
this house had been divided into two smaller 
houses by a partition wall, each house being 
occupied by a family of farmers, who were not 
related to one another—the T—'s, my patient's 
family, on one side, the R—'s on the other. 

“ Mary T—, the farmer's wife, suffered from 
cancer of the stomach, from which she died at the 
age of 76 in 1882. 

“Her daughter-in-law, Emma T—, who lived in 
a farm near by, and who nursed her in her illness, 
moved with her family into the house on the old 
woman's death. She was operated on for cancer 
of the breast in 1886, which recurred, and from 
which she died in 1890, aet. 49 years. 

“ Her daughter, Edith T—, nursed her mother in 
her last illness, and she in turn developed cancer 
of the breast, which returned after operation, 
and she died from the recurrence in 1896, aet. 
32 years. 

“ Edith T— was nursed in her last illness by Mrs. 
R—, who lived in the other half of the divided 
house. Mrs. R— died in 1900, aet. 68 years, 
from cancer of the breast. 

“Her husband's nephew, David R—, came to 
live at the farm after Mrs. R—'s, death, and he 
died therein 1903, aet. 32 years, from cancer of the 
throat. We have here a series of five fatal cases 
of cancer under one roof, if not actually in one 
house, in a period of twenty-one years, and only 
two of these persons were blood relations—Emma 
and Edith T—, mother and daughter. 

“ It seems there is something more than coin¬ 
cidence here, and that probably there are predis¬ 
posing, if not determining, factors to be found in 
the house and its surroundings. The house is 
built on the side of a stream that courses down 
the valley. The stream, which is often swollen 
with floods, is not sluggish, but the subsoil is 
always saturated with moisture. The valley is 
thickly wooded, and many trees are affected with 
arboreal tumours, one tree, an ash, close to the 
house, being much disfigured by these bosses. 

“The connection between the prevalence of 
cancer and the prevalence of arboreal tumours has 
been noted by many observers. The vegetable 
tumours are apparently contagious, as several 
usually exist on neighbouring trees, and it is 
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supposed that the infection is borne from tree to 
tree by insects.” 

Dr. Webb reports another remarkable group of 
cases: “ In a village not far from his residence are 
two houses under one roof, with water supply and 
drainage in common. Let us call them Nos 1 
and 2. Twenty-six years ago a man, aet. 28 years, 
living in No 1 died of cancer of the rectum. Mr. 
J. H— and his wife next occupied it. His age 
then was 60 years. Two years later he died of 
cancer of the stomach. His widow, who con¬ 
tinued to live in the same house, died in it ten 
years later of cancer of the rectum. 

“ Prior to her death, Mrs. R—. aet 50 years, who 
lived in No. 2, was found to have cancer of the 
breast, which ended fatally eight months afterwards. 

“After the death of Mrs. J. H—, No. 1 was 
occupied by three maiden ladies. Of these, Miss 
P— died four years ago, aet. 58 years, of cancer of 
the uterus; Miss F—, who nursed her, died last 
winter, set. 61 years, of cancer of the stomach; 
the other ^ister is still alive and well. 

“ None of these persons were blood relations, and 
in none of the families was there a history of cancer 
in other relatives.” 

Now these cases, though very remarkable, may 
be the result of coincidence only, and we must 
remember that in hospitals, where cancer patients 
live in great numbers, doctors, nurses and ward- 
maids are in constant and intimate contact with 
them, and yet they do not take the disease. For 
instance, in the cancer wards of the Middlesex 
Hospital not a single instance has been recorded 
in the last twenty years where a sister, probationer, 
ward-maid, surgeon, student, or anyone else in 
attendance on the cancer patients has subsequently 
developed the disease. 

Besides this, it is said to be less frequent in 
towns than in country districts, and it is least 
common where the population is most dense and 
the sanitation least good. If cancer were infectious 
one would naturally suppose that most cases would 
occur where people are crowded together, as is 
certainly the case in other infectious diseases. 

The Cancer Research Fund does not allow that 
infection can be made responsible for the frequency 
of cancer. In animal experiments artificial trans¬ 
ference of the disease from one animal to another 
“ is effected only by implantation of living cells, and 
is limited to animals of the same species as that in 


which the primary growth started.” There does 
j not appear to be a virus common to cancer in 
i different species ; it appears to be certain “ that no 
I analogy exists with any known form of infective 
j disease.” It therefore follows that some of us are 
| beginning to lose heart in the theory that cancer is 
of parasitic origin. 

At one time we all thought that there might be 
some relation between diet and the frequency of 
cancer, and of course enthusiasts on the subject of 
vegetarianism will still advocate their hobby as a 
cure for all ills. This has been one of the interest- 
j ing points in studying cancer among other races. 
Some of these people subsist chiefly or entirely on 
vegetable food, others on animal food only. In 
India, during the year 1904, 146 cases were 
reported among complete vegetarians, 137 among 
natives living mainly on flesh, while another 222 
lived on a mixed diet. There is, therefore, no 
evidence that any particular diet affects the number 
of cases one way or the other. 

Although infection and heredity must both be 
excluded as causes of cancer, there remains one 
undoubted cause, which in many cases is respon¬ 
sible for the disease. “ In the Second Scientific 
Report of the Cancer Research Fund attention 
was called to the association of cancer with 
peculiar and very different forms of irritation,” 
and as further research has been made “ the 
relation between various irritants and cancer in 
particular sites of the body has become more 
and more significant.” For instance, there are 
more cases of cancer of the lip in men than in 
women, and the chronic irritation caused by the 
use of the short, hot, clay pipe is held to be 
responsible for this. Again, cancer of the floor 
of the mouth is uncommon in European women, 
but in Ceylon and India a large number of the 
women suffer from cancer inside the mouth, and 
j this is attributed to their habit of chewing betel 
nut, a mixture of leaves, nut, tobacco and slaked 
lime, for they sleep with the plug in their cheek 
| at the exact spot where cancer develops. 

Some years ago Dr. Neave drew attention to the 
frequency of cancer of the skin of the abdomen in 
the men of Kashmir. Cancer at this spot is 
! practically unknown in Europe. But the natives 
| of the cold hills of Kashmir wear suspended round 
| their waist under their flowing robes a small earth- 
! enware vessel enclosed in basketwork, which 
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contains a fire of live charcoal. The results of 
this habit are repeated burns and long-continued 
chronic irritation of the skin of the abdomen, 
and a common sequel of this chronic irritation is 
the development of cancer at the spot and in the 
adjacent glands. 

There are other instances of irritation producing 
cancer, such as physical injury, as in the fracture 
of a bone, or chemical irritants such as petroleum, 
paraffin, arsenic and other irritating substances. 
Dr. Woodhead cites several cases of cancer which 
have developed in engine-drivers over the shin 
where the skin has been exposed to the direct 
action of the heat of their fires for a period of 
years. 

The cattle used in India for draught purposes 
are often afflicted with what is known as “ horn 
core,” a cancer which develops at the root of the 
right horn, which is used to rope the animals to 
ploughs, harrows or waggons. 

Chimney-sweeps used to be very liable to a 
particular kind of cancer due to irritation of the 
skin from constant friction with sooty clothing. 
The older sweeps tell me that they used to lose 
as many as one or two friends a week from this in 
London, but now it is so rare that only one or two 
die from this cause in a year. This improvement 
is partly due to greater general cleanliness, wash¬ 
ing every day instead of only once a week, or less 
often, and partly because the climbing of chimneys 
by boys has been prevented by law. One of the 
three remaining sweeps in London who can climb 
a chimney (for it is an art that must be acquired in 
childhood) tells me that he has noticed that the 
modem sweep is much more temperate than in 
former days. The men themselves propounded 
the theory that cancer was caused by some occult 
union in the body between the soot on the skin 
and the too generous libations of rum in the 
system. But it is a well-known fact that heavy 
drinkers become extremely careless about their 
personal habits, and the association of cancer with 
an immoderate quantity of alcohol can be explained 
more easily by carelessness about cleanliness, and 
therefore greater liability to chronic irritation of 
the skin. 

When I come to speak about the treatment of 
cancer I shall refer to the use of X rays, which are 
used with some good results for cancer of the skin 
and lupus. But it is a sad fact that many of the 


pioneer operators have sacrificed their lives in 
curing others, for until recently it was not known 
how very dangerous these X rays were to those 
manipulating the instruments. From the first it 
has been known that, unless great care was exer¬ 
cised, severe burns to the hands were often caused 
by the rays, followed by excruciating pain and 
inflammation of the skin. 

The sores resulting from the burns healed with 
difficulty and broke down again and again, finally 
forming chronic ulcers. But after some years it 
was found that in some of these cases cancer 
developed in the ulcers, followed in due time by 
cancer of the internal' organs and death. 

One of the first martyrs to this science was I)r. 
Barry Blacker, who suffered for a long time from 
an X-ray burn of the hand. Cancer developed and 
extended up the arm, involving the glands of the 
armpit and causing his death at an early age. 

Dr. C. A. Porter, of Boston, reports a case of a 
young man, an X-ray operator, whose hands were 
exposed to the rays for several hours each day, and 
after a few months both hands became red and dry, 
swollen and very painful. All ointments and 
lotions proved useless, and chronic ulceration spread 
over the backs of both hands and all the fingers. 
The grafting of new skin was then tried, at first 
successfully, but after some months ulcers again 
developed, and this time the grafts did not take, 
while there were unmistakable signs of cancer. 
Years of suffering followed, one finger after another 
has had to be amputated, and the result of ten 
years of treatment and twenty-five operations leaves 
him with mutilated hands and continued ulceration, 
causing grave doubts as to what will be the final 
fate of this unfortunate man. 

The warning given to us by these cases and 
many others has led to the adoption of very 
necessary precautions for those using X rays. The 
hands are carefully guarded and the smallest sign 
of skin trouble is promptly attended to. In 
England alone there have been eleven cases of 
cancer arising in X-ray workers ; two occurred in 
men only thirty years of age, but so far only one of 
the eleven has proved fatal. Four deaths have 
already occurred from this cause in the United 
States. To the naked eye and under the micro¬ 
scope these cases are squamous-celled cancer, but 
in spite of the fact that the malignant growths in 
half the cases are multiple, occurring on both hands 
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or on several fingers, there is seldom invasion of 
the lymphatic glands and the degree of malignancy 
is believed to be low. 
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We have received from Messrs. Bailli£re, Tindall 
& Cox a copy of the third edition of Mr. Richard 
Lake's ‘ Handbook of Diseases of the Ear.' This 
volume is an excellent example of how such a 
handbook should be written, and we give the 
following extracts from the book to justify our 
belief: 

“ To syringe the ear efficiently the auricle is pulled 
away from the head and slightly upwards, in order, 
so far as possible, to straighten the meatus, the 
syringe having been previously filled and pointed 
upwards, so that any air present in the barrel shall 
rise towards the nozzle and be expelled by pushing 
the piston till the water flows steadily. The nozzle 
is now laid along the upper or posterior meatal 
wall, and gently but firmly held against it, and 
the contents of the barrel discharged into the 
meatus. The stream should always be fairly 
forcible, and, so far as possible, uninterrupted; 
if, perchance, air remains in the syringe, the 
moment it is heard entering the ear the syringe 
should be removed and re-charged. The careless 
performance of this simple procedure has often 
resulted in unnecessary pain and injuries to the 
meatal wall and drum, accidents which are avoid¬ 
able, and not to the credit of the surgeon. The 
patient should always be seated while the ear is 
being syringed for whatever purpose.” 

“ Treatment of acute Eustachian tube obstruction .— 
As in most acute inflammatory conditions, a brisk 
mercurial purge is valuable; a sedative vapour, 


such as that from the compound tincture of ben¬ 
zoin, is also very helpful, the patient inhaling the 
vapour through the nose. This inhalation should 
be repeated at intervals of four hours during the 
day, and the patient is better confined to the 
house. At the expiration of a few days, when the 
patency of the Eustachian tube is usually re-estab¬ 
lished, inflation of the middle ear should be em¬ 
ployed bi-weekly for a few weeks, even though the 
hearing is entirely restored; for by this means 
subsequent attacks will cause less injury to the 
intra-tympanic structures, as the tendon of the 
tensor tympani will thus have been prevented 
from undergoing contraction. If the patency of 
the Eustachian tube is not restored, an Eustachian 
bougie should be employed a few times. The 
presence of adenoid vegetations in the naso¬ 
pharynx, if the growth interferes mechanically with 
the normal opening of the tube, will cause symp¬ 
toms of obstruction, usually of a chronic character ; 
but if the growth is rapid, comparatively sudden 
deafness will be produced.” 

“ Treatment of chronic Eustachian tube obstruc¬ 
tion. —The treatment which yields the most satis¬ 
factory result is the regular use of the Eustachian 
bougie. These are made of gum-elastic or cellu¬ 
loid, and may be passed two or three times a week, 
until the tube remains free. The bougie should 
be left in situ for from two to five minutes, and it 
is always advisable to pass the largest size possible. 
Besides the use of flexible bougies the practitioner 
may employ electrolysis. The external meatus is 
filled with water, and the negative pole placed 
within the meatus, while the positive pole is 
connected with a fine vulcanite bougie tipped with 
metal. The current must be turned on very 
gradually, and not kept on for more than three 
minutes at a time; care must be exercised in 
breaking the flow of the current, since rapidly 
disconnecting the poles is apt to cause a severe 
vertigo. The most suitable strength of the current 
is about 5 milliamperes. As an adjunct to this 
mode of treatment the naso pharynx should be 
painted after each sitting with Mandl’s weak 
solution.” 
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